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PRESIDENTIAL EDITORIAL 


GEORGE H. YEAGER, M.D.* 


From the viewpoint of probable congressional activity, the year 1955 should be of 
unusual interest and concern to the medical profession. Frequently, the individual mem- 
bers are requested to express an opinion in reference to some issue, without having had 
an opportunity to properly formulate an opinion. 

For that reason, two issues that may culminate this year bear review. Neither issue 
should be discussed hastily and both should be approached with clear thinking. The 
medical profession should be given an opportunity to express its views without a charge 
of bias, or that it represents American Medical Association bureaucracy. In order to do 
this, some preliminary study, observation and insight on the part of the individual doc- 
tor is requisite. ‘ 

The American Legion has announced that it will persist in its effort not only to main- 
tain but to liberalize hospitalization for veterans with non-service connected dis- 
abilities. 

The American Medical Association believes that the government should pay a vet- 
eran’s doctor and hospital bill for the treatment of disabilities or diseases that result 
from peace time or war time service, or where existing facilities will permit, for the treat- 
ment of tuberculosis or mental illness. It does not believe that veterans with non-service 
connected disabilities and illnesses that have no relation with their military service 
should be given free care. The cost of such a program has been and will continue to be 
more and more prohibitive. 

Should the non-service disabled veteran expect any type of “extra”? What are his 
individual responsibilities to his government, and should he expect an “extra” for dis- 
charging his duties as a citizen? If so, bonuses, lowered housing costs, tax concessions, 
etc., should also be considered. The possibilities are unlimited. 

During his presidency Franklin Delano Roosevelt on March 27, 1934 stated, “. . . The 
fact of wearing a uniform does not mean that he can demand and receive from his Govern- 
ment a benefit which no other citizen receives. It does not mean that because a person 
served in the defense of his country, performed a basic obligation of citizenship, he should 
receive a pension from his Government because of a disability incurred after his service 
had terminated, and not connected with that service.” 

The Legion is relying on the precedents of history. The land grants to Revolutionary 
War soldiers established the principle of recognizing veterans as a special class, to be 
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Editorial 
given preferred treatment in one way or another. It has been our national experience 
that, by the time that the last widow of the last veteran of a war is buried, the pensions 
have cost more than the war itself. 

These burdens the nation has been able to bear in the past because, with the exception 
of the Civil War, the beneficiaries constituted a very small part of the population. What 
the veterans’ organizations apparently fail to realize is that those days are gone forever. 

Mr. Connell spoke of 20 million veterans. They are only the beginning. The Eisen- 
hower administration is seeking permanent peace time conscription under which every 
moderately able-bodied boy will be taken when he is 1814, or through college, and auto- 
matically made a veteran of our armed forces. Nearly half of the adult males today are 
veterans. In another generation the only pure quill civilian males will be those with flat 
feet, conscientious objectors, or those with the intelligence quotients of morons. 

If present VA policies are continued, and veterans continue to get free hospitalization 
for civilian ills, we shall have Socialized Medicine for the simple reason that few men will 
be left who are obligated to pay their own doctor bills. 

The American Legion is one of the country’s strongest bulwarks against the forces that 
want to make the state master of the citizen. It should realize that in seeking free hos- 
pital beds for its members, it is bartering away their freedom. 

* * * * * * * 
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A second issue, that of a government reinsurance plan, may prove to be extremely 
difficult to deal with, primarily because the lines are less clearly defined. The Eisen 
hower administration, purportedly, is opposed to Socialized Medicine. However, it favors 
more veterans’ beds even though, statistically, there are a sufficient number if limited 
to service connected disabilities, and it favors an inclusion of a “disability clause” in the 
Social Security Act. During 1954, it advocated a reinsurance plan that even the propo- 
nents voting for it admitted was a bad bill. 

The statement has been made that it will be re-introduced in 1955. The A. M. A. op- 
posed the 1954 version, with some resultant adverse editorial comment, including the 
Baltimore Sun. In an editorial in the J. A. M. A.,* of July 31, 1954, the objections to such 
a plan were well summarized, e.g.: 

“1. The mechanism suggested will not accomplish the stated purposes of the bills, i.e., 
to promote the best possible medical care on reasonable terms. 2. The phenomenal prog- 
ress of the health insurance industry makes federal intervention not only unnecessary 
but a dangerous intrusion into a successful area of private enterprise. Such intervention 
would not help and could hinder continued expansion of health insurance coverage. 3. 
“Reinsurance” would not make health insurance more attractive to persons who can 
afford to pay premiums and have not done so. It would not make health insurance avail- 
able to the indigent unless the government provides a subsidy for the purpose of selling 
insurance for less than the cost of servicing the contract. 4. The program, without sub- 
sidy, would not reduce the cost of insurance, nor would it make health insurance avail- 
able to any additional groups or geographic area that voluntary insurers cannot reach. 
5. Most insurance authorities agree that the extent of health insurance liability is such 
that a federal reinsurance program is absolutely unnecessary. 6. The measures would 
place extensive regulatory power in the Secretary of Health, Education and Welfare. The 
concentration and delegation of such authority and control over a vital branch of Ameri- 
can industry in an executive department of the government without clear and convinc- 
ing evidence of need cannot be justified.” 
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In addition, some observations of Stanford Miller, Vice-President of the Employers 
Reinsurance Corporation, in a letter* to the Honorable Charles A. Wolverton, Chair- 
man of the Committee on Interstate and Foreign Commerce, are noteworthy: 

“Tn view of such small maximum loss per person, the problems of the insurance carrier 
in the field of hospital and medical expense are not those which can be properly reached 
by reinsurance, but rather by attention to such matters of technique as—1. The securing 
of an adequate premium to cover normal expected loss. 2. The proper selection of risks 
in order to assure that the persons covered, as a whole, will produce close to the ex- 
pected loss ratio. 

The problems of adequate premiums and proper selection of business cannot be solved 
by reinsurance. Yet these are the very problems that the type of loss ratio guaranty con- 
templated by the bill would, in effect, attempt to solve through reinsurance. 

No doubt the Wolverton and Smith committees, in investigating the desirability of this 
bill, will want to collect all of the experience available on reinsurance experiments with 
loss ratio guaranty reinsurance of the type the bill proposes to offer. This might give 
some clue as to whether the basic plan of reinsurance contemplated could very well lead 
the Government into a morass of losses, then subsidies, then control of private pre- 
payment and insurance plans and eventually complete domination, or at least effect- 
ual ownership, of all or most of these plans. 

Somewhat on the theory of Gresham’s law that “bad money drives out good,” an un- 
sound plan of federal reinsurance would be very likely to force out of existence all sound 
reinsurance plans. Sound reinsurance plans, of course, do not constitute subsidies and, 
while it is the Administration’s position that this bill does not constitute a subsidy, the 
bill, itself, clearly indicates that it is subsidized. 

1. The program is to be furnished $25,000,000 and, while this is to be ultimately re- 
payable and interest on the sum is to be repayable, it nevertheless, does constitute a sub- 
sidy since there is no capital charge over and above interest being allocated for the use of 
this money as would be the case if private industry were involved. 

2. There is to be an appropriation of funds to carry out the administrative expen- 
ses for the first five years, estimated all the way from $1,250,000 for the first year to 
$18,250,000 per year for five years by Mrs. Hobby or members of her staff. This cer- 
tainly constitutes a subsidy since there is no indication that interest or capital charges, 
nor even the sums themselves, are actually to be repaid. 

3. The operation is to be completely tax free so far as it appears from the bill. That 
constitutes perhaps the greatest subsidy of all since stock casualty companies, such as 
ourselves, must pay full federal taxes on any profits which means, in effect, that we have 
less than one-half of the amount to plow back into the business and to reduce rates and 
increase benefits that the government reinsurance plan would have solely by virtue of 
being free of federal income taxes alone. There are, of course, other taxes that we have to 
pay and it appears to us obvious that any claim that the bill does not constitute a subsidy 
as contrasted with private reinsurance is false upon the tax basis alone. 

... You can be assured that the present reinsurance facilities in this country will take 
care of need since private reinsurers have never failed to be willing to experiment with 
new ideas and new means of protection of the public. 

However, I should point out that private pre-payment plans, primary insurers and 
reinsurers cannot conceivably fill in certain gaps such as covering those who are paupers 


* Reprinted by courtesy of Mr. Stanford Miller, Vice-President, Employers Reinsurance Corporation. 
t Editor’s note: Any bona fide reinsurance. 
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Editorial 


at the time they make application for insurance and, hence, cannot pay any premium, 
and those who are already disabled or in the hospital before they decide to buy insurance. 
Obviously, the latter group would have to pay a premium equal to or in excess of their 
current hospital and medical bills and it, of course, would be ridiculous to attempt to deal 
with that type of situation on any pre-payment basis. 

It may be that some form of subsidy of those who have no funds to pay, and of those 
who are disabled, will be necessary, but it should be a frank and open subsidy and it 
should not provide facilities equal in every convenience and comfort to the facilities of- 
fered to those who have purchased their insurance in advance since, otherwise, the result 
is bound to be that no one would want to purchase insurance in advance, but would be 
perfectly willing to await the free care and assistance. 

Nor perhaps is it realized that none of the facilities of the proposed government plan 
have been made available to private reinsurers, but only to pre-payment plans and pri- 
mary insurers. This latter, we assume, was not directed at private reinsurers, but was 
merely an oversight. 

In the insurance industry, reinsurance often passes not only to a first reinsurer, but to 
a second and a third, in an effort to spread the risk and this fact has not been recognized 
in the bill. 

From some source, federal tax money has to be raised to pay the cost of government ad- 
ministration, government welfare services, maintenance of the military forces and the 
continuation of the various efforts being made to bring some of the blessings of democ- 
racy to other less fortunate nations. We are happy to be able to do our part as a profit- 
making corporation in paying the taxes which make these things possible. We want to 
be able to continue to do so, but unless either the reinsurance bill allocates a proper 


charge for use of capital and for taxes amounting to a tax load comparable to what we 
have to bear, or the activities of the federal reinsurance fund are strictly confined to the 
narrow areas which cannot be served by private industry, it will be impossible for us to 


compete and, consequently, to continue to pay revenue on reinsurance profits. .. .” 





PRESIDENTIAL APPOINTMENTS 


Dr. George H. Yeager, the President, has ap- 
pointed the following Medical and Chirurgical Fac- 
ulty Committees for 1955. 


COMMITTEE TO COOPERATE WITH AMERICAN 
MEDICAL EDUCATION FOUNDATION 


Newland E. Day, Chairman, Baltimore, Thurston R. Adams, 
Baltimore, Walter A. Baetjer, Baltimore, John G. Ball, 
Bethesda (Montgomery County), J. Herbert Bates, Elkton 
Cecil County), Katherine A. Chapman, Kensington (Mont- 
somery County), Stuart Christhilf, Jr., Annapolis (Anne 
\rundel County), H. Vincent Davis, Chesapeake City (Cecil 
County), L. E. Daugherty, Cumberland (Allegany-Garrett 
County), Wilfred W. Eastman, Silver Spring (Montgomery 
County), Charles R. Foutz, Westminster (Carroll County), 
J. Stanley Grabill, Mt. Airy (Carroll County), Wylie M. 
Faw, Jr., Cumberland (Allegany-Garrett County), William 
B. Hagan, Mt. Rainier (Prince George’s County), L. A. 
Hoffman, Hagerstown (Washington County), Philip A. 
Insley, Salisbury (Wicomico County), Ernest F. Poole, 
Hagerstown (Washington County), Paul H. Royse, Pikesville 
(Baltimore County), Theodore R. Shrop, Ellicott City (How- 
ard County), Milford H.- Sprecher, Elkton (Cecil County). 


ARMY MEDICAL LIBRARY COMMITTEE 


Andrew C. Gillis, Chairman, Baltimore, Louis Krause, Balti- 
more, John E. Savage, Towson, Lawrence R. Wharton, 
Baltimore. 


BLOOD BANK ADVISORY COMMITTEE 


John Whitridg," Jr., Chairman, Baltimore, C. Lockard Conley, 
Baltimore, Julius R. Krevans, Baltimore, Kendrick McCul- 
lough, Salisbury, Walter C. Merkel, Baltimore, Vernon H. 
Norwood, Baltimore, Milton S. Sacks, Baltimore, Benedict 
Skitarelic, Cumberland, Merrell L. Stout, Baltimore. 


EUGENE FAUNTLEROY CORDELL FUND COMMIT- 
TEE 

T. Nelson Carey, Chairman, Baltimore, James K. Gray, 
Thurmont, William L. Howard, Salisbury, James P. Miller, 
Baltimore, Frank F. Lusby, Hagerstown, George Allen Moul- 
ton, Jr., Westminster. 


COMMITTEE ON DIABETES 


J. Sheldon Eastland, Chairman, Baltimore, Edmund G. 
Beacham, Baltimore, Charles J. Blazek, Baltimore, Ernest 
C. Brown, Jr., Baltimore, James D. Carr, Baltimore, Henry 
V. Chase, Frederick, Edward F. Cotter, Baltimore, Merrill 
M. Cross, Silver Spring, J. Wilfrid Davis, Baltimore, J. Roy 
Guyther, Mechanicsville, W. Grafton Hersperger, Baltimore, 
Philip W. Heuman, Bel Air, John H. Hornbaker, Hagerstown, 
Samuel M. Jacobson, Cumberland, Benjamin F. Jones, 
Baltimore, George J. Kreis, Jr., Elkton, J. Elliott Levi, Bal- 
timore, Louis G. Llewelyn, Pocomoke City, George Allen 
Moulton, Jr., Westminster, Charles F. O’Donnell, Baltimore, 
Harold B. Plummer, Preston, Perry F. Prather, Baltimore, 
J. Emmett Queen, Baltimore, Charles E. Shaw, Baltimore, 
Frank M. Shipley, Annapolis, Abraham A. Silver, Baltimore, 


Stanley R. Steinbach, Baltimore, W. Alfred VanOrmer, Cum- 
berland, Lester A. Wall, Jr., Baltimore, Hugh W. Ward, 
Owings. 


GERIATRICS COMMITTEE 


Herman Seidel, Chairman, Baltimore, Walter A. Anderson, 
Baltimore, D. Delmas Caples, Reisterstown, Thurston 
Harrison, Easton, Lauriston L. Keown, Baltimore, Louis 
Krause, Baltimore, Nathan E. Needle, Baltimore, A. Austin 
Pearre, Frederick. 


COMMITTEE ON INDUSTRIAL HEALTH .. 


Nathan B. Herman, Chairman, Baltimore, Robert V. Camp- 
bell, Hagerstown, Robert F. Chenowith, Baltimore, Walter 
E. Fleischer, Baltimore, William L. Garlick, Baltimore, 
Donald B. Grove, Cumberland, A. McGehee Harvey, Balti- 
more, John V. Hopkins, Baltimore, Oliver S. Lloyd, Baltimore, 
Robert H. Riley, Catonsville, Benjamin H. Rutledge, Balti- 
more, Leroy W. Saunders, Baltimore, W. Kennedy Waller, 
Baltimore, Huntington Williams, Baltimore, Theodore E. 
Woodward, Baltimore. 


LEGISLATIVE COMMITTEE 


Karl F. Mech, Chairman, Baltimore, Frederic V. Beitler, 
Halethorpe, Melvin B. Davis, Baltimore, George O. Eaton, 
Baltimore, Raymond F. Helfrich, Baltimore, William T. 
Layman, Hagerstown, Waldo B. Moyers, Hyattsville, Willard 
S. Parson, Baltimore, Daniel J. Pessagno, Baltimore, J. G. 
F. Smith, Brunswick, James E. Stoner, Jr., Walkersville, 
George E. Urban, Catonsville. 


Each Component Society is represented by the incumbent President 
Secretary and Treasurer. 


MATERNAL AND CHILD WELFARE COMMITTEE 


Nicholson J. Eastman, Chairman, Baltimore, J. Edmund 
Bradley, Vice-Chairman, Baltimore, George W. Anderson, 
Baltimore, Arthur Baptisti, Jr., Hagerstown, John McF. 
Bergland, Baltimore, Annie M. Bestebreurtje, Baltimore, 
Harry D. Bowman, Hagerstown, Thomas A. Christensen, 
College Park, Stuart Christhilf, Jr., Annapolis, George H. 
Davis, Baltimore, D. McClelland Dixon, Baltimore, H. W. 
Eliason, Cumberland, Abraham H. Finkelstein, Baltimore, 
S. Butler Grimes, Baltimore, Wilson Grubb, Baltimore, Rus- 
sell L. Guest, Frederick, I. Rivers Hanson, Salisbury, Janet 
B. Hardy, Glenarm, Paul Harper, Baltimore, John S. Haught, 
Mt. Rainier, W. Royce Hodges, Jr., Cumberland, D. Frank 
Kaltreider, Baltimore, W. Kenneth Mansfield, Baltimore, 
W. C. Morgan, Salisbury, J. Morris Reese, Lutherville, John 
Edward Savage, Baltimore, Alexander J. Schaffer, Baltimore. 


JOINT COMMITTEE WITH THE BAR ASSOCIATION 
ON MEDICOLEGAL PROBLEMS 


Louis Krause, Chairman, Baltimore, Conrad Acton, Balti- 
more, Leo Brady, Baltimore, Russell S. Fisher, Baltimore, 
Wetherbee Fort, Baltimore, Manfred S. Guttmacher, Balti- 
more, Charles A. Reifschneider, Baltimore, I. Ridgeway 
Trimble, Baltimore, Henry F. Ullrich, Baltimore, Walter D. 
Wise, Baltimore. 
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MEMOIR COMMITTEE 


A. S. Chalfant, Chairman, Baltimore, Archie R. Cohen, Clear 
Spring, John F. Hogan, Baltimore, H. F. Kinnamon, Easton, 
Ernest F. Poole, Hagerstown. 


MENTAL HYGIENE COMMITTEE 


Harry M. Murdock, Chairman, Towson, Dexter M. Bullard, 
Rockville, Robert E. Gardner, Sykesville, Kenneth B. Jones, 
Church Creek, Wendell S. Muncie, Baltimore, H. Whitman 
Newell, Baltimore, Irving J. Spear, Baltimore, Ralph P. 
Truitt, Baltimore. 


COMMITTEE ON NATIONAL EMERGENCY MEDICAL 
SERVICE 


Robert H. Riley, Chairman, Baltimore, J. Albert Chatard, 
Baltimore, Alan M. Chesney, Baltimore, Everett S. Diggs, 
Baltimore, C. Reid Edwards, Baltimore, Charles W. Maxson, 
Baltimore, Perry F. Prather, Baltimore, George H. Yeager, 
Baltimore, Mr. Walter N. Kirkman, Baltimore. 


NEW BUILDING COMMITTEE 


C. Reid Edwards, Chairman, Baltimore, Albert E. Goldstein, 
Chairman of Subcommittee on Finance, Baltimore, John W. 
Parsons, Treasurer of Subcommittee on Finance, Baltimore, R. 
Walter Graham, Jr., Chairman, Subcommitiee on Building 
Plans, Baltimore. 


COMMITTEE FOR THE STUDY OF PELVIC CANCER 


Richard W. TeLinde, Chairman, Baltimore, J. Mason Hund- 
ley, Jr., Vice-Chairman, Baltimore, Beverley C. Compton, 
Secretary-Treasurer, Baltimore, C. Bernard Brack, Baltimore, 
J. Murray Dennis, Baltimore, Everett S. Diggs, Baltimore, 
Gerald A. Galvin, Baltimore, Howard W. Jones, Jr., Balti- 
more, Theodore Kardash, Baltimore, Emil Novak, Baltimore, 
Mark V. Ziegler, Brookeville. 


PHYSIOTHERAPY COMMITTEE 


H. Alvan Jones, Chairman, Baltimore, Henry Briele, Salis- 
bury, W. Richard Ferguson, Baltimore, Moses Gellman, 
Baltimore, James P. Miller, Baltimore. 


COMMITTEE ON PUBLIC INSTRUCTION 


Huntington Williams, Chairman, Baltimore, E. I. Baumgart- 
ner, Oakland, Richard V. Hauver, Hagerstown, Page C. Jett, 
Prince Frederick, William D. Noble, Easton, Robert H. Riley, 
Baltimore, Peter P. Rodman, Aberdeen, A. F. Whitsitt, 
Chestertown, Frank D. Worthington, Frederick. 


COMMITTEE TO CONSIDER THE RELATIONSHIP 
BETWEEN HOSPITALS AND SPECIALTIES AND THE 
MANNER OF PAYMENT FOR PROFESSIONAL SERV- 
ICES 


Webster H. Brown, Chairman, Baltimore, E. Hollister Davis, 
Baltimore, Henry L. Wollenweber, Baltimore, Asa D. Young, 
Baltimore, Mr. George H. Buck, Baltimore, Mr. Parker J. 
McMillin, Baltimore, Mr. Harvey H. Weiss, Baltimore. 


COMMITTEE ON RURAL MEDICINE 


Page C. Jett, Chairman, Prince Frederick, E. I. Baumgartner, 
Oakland, Morris Franklin Birely, Thurmont, Arthur Talbott 
Brice, Jefferson, Henry V. Chase, Frederick, Thomas A. 
Christensen, College Park, John Fawcett, Boyds, Jesse S. 
Fifer, Frederick, J. Stanley Grabill, Mt. Airy, John S. Green, 


III, Easton, John H. Griffin, Hughesville, James W. Meade, 
Jr., Fishing Creek, Walter H. Shealy, Sharpsburg, Milford 
H. Sprecher, Elkton, Hugh W. Ward, Owings, John Whitridge, 
Jr., Baltimore. 


COMMITTEE ON VETERANS’ MEDICAL CARE 


Ralph G. Hills, Chairman, Baltimore, Ernest I. Cornbrooks, 
Jr., Baltimore, Raymond M. Curtis, Baltimore, R. Walter 
Graham, Jr., Baltimore, Harry C. Hull, Baltimore, Amos R. 
Koontz, Baltimore. 


ADVISORY COMMITTEE TO THE STATE HEALTH 
DEPARTMENT 


(The Committee to consist of the President, the President-elect, two 

st Presidents, the Secretary and four general practitioners, appointed 
y the President, of which one represents the Maryland Aca lemy of 
General Practice.) 


Bender B. Kneisley, Chairman, Hagerstown (President, 1954), 
Maurice C. Pincoffs, Baltimore (President, 1953), George 
H. Yeager, Baltimore (President, 1955), President-elect (Not 
elected until April 1955), Everett S. Diggs, Secretary, Balti- 
more, and (Four general practitioners) Lauriston L. Keown, 
Immediate Past President of Maryland Academy of General 
Practice, Baltimore (1954), Gerald W. LeVan, Boonsboro, 
Robert S. McCeney, Laurel, Charles H. Williams, Pikesville. 


ADVISORY COMMITTEE TO THE STATE ACCIDENT 
FUND 


Amos R. Koontz, Chairman, Baltimore, George O. Eaton, 
Baltimore, William F. Geraghty, Baltimore, Donald B. 
Grove, Cumberland, Howard N. Kern, Baltimore, Raymond 
E. Lenhard, Baltimore, John O. Robben, Silver Spring, S. 
Jack Sugar, Hyattsville, Charles C. Zimmerman, Cumberland. 


TUBERCULOSIS COMMITTEE 


Lawrence M. Serra, Chairman, Baltimore, Edmund G. 
Beacham, Baltimore, Otto C. Brantigan, Baltimore, A. Mur- 
ray Fisher, Baltimore, Leon H. Hetherington, Ruxton, H. 
Vernon Langeluttig, Baltimore, Isadore B. Lyon, Frederick, 
John E. Miller, Towson, Hugh J. Welch, Baltimore, Hugh G. 
Whitehead, Baltimore, Samuel Wolman, Baltimore. 


ADVISORY COMMITTEE TO THE WOMAN’S AUXILI- 
ARY 


Samuel McLanahan, Chairman, Baltimore, Albert E. Gold- 
stein, Baltimore, John G. Ball, Bethesda. 


COMMITTEE FOR BETTER DISTRIBUTION OF 
DOCTORS THROUGHOUT THE STATE 


Allen F. Voshell, Chairman, Baltimore, E. I. Baumgartner, 
Oakland, A. M. France, Parkton, David J. Gilmore, Salisbury, 
Edwin B. Jarrett, Baltimore, Louis Robert Schoolman, 
Frederick. 


COMMITTEE TO STUDY AVAILABILITY OF PRE- 
PAYMENT INSURANCE IN RURAL AREAS 


George McLean, Chairman, Baltimore, Henry Briele, Salis- 
bury, Norman B. Cole, Baltimore, Robert P. Conrad, Hagers- 
town, Marius P. Johnson, Baltimore. 


COMMITTEE ON CONSTITUTION AND BY-LAWS 


W. Houston Toulson, Chairman, Baltimore, E. Cowles Andrus, 
Baltimore, Charles R. Austrian, Baltimore, Donald Hooker, 
Annapolis, W. Oliver McLane, Jr., Frostburg. 
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HISTORY OF MEDICINE IN DORCHESTER COUNTY 


FREDERICK A. MILLER, M.D. 


Thirty-five years after the Calvert settlement at St. Mary’s, the Province of Maryland 
had developed sufficiently to justify the organization and outlining of another county to 
be named Dorchester. 

In 1669, Governor Charles Calvert, with the consent of the Council issued writs, order- 
ing an election to be held in the several counties for the freemen to elect delegates to an 
assembly, to meet on April 13, 1669 at the city of St. Mary’s. One of the writs was di- 
rected to the sheriff of Dorchester County, “returnable into our chancery on or before 
April 6.” This is the first evidence found in provincial records of the formation or erec- 
tion of Dorchester County. 

While the date of 1669 is considered the official date, ten years previously in 1659 vari- 
ous freemen had land surveyed and were living there. The rent rolls record more than 
100 settlers who had located homes within the limits of the territory which was later 
named Dorchester County. By this time five hundred inhabitants were living in the pro- 
posed new county; these first settlers located along the shores of the Bay and its tribu- 
taries for the open view and the convenience of communicating with their neighbors. 

Apparently the first record we have of a physician in Dorchester County is that of Dr. 
John Brooke in 1667. John Brooke, originally of Calvert County, moved to Dorchester 
County, where in addition to his profession he took a prominent part in public affairs. 
In 1671, 1676, 1680, and 1689 he was Justice of Dorchester County, and represented the 
County in the House of Burgesses 1681-1684, 1688 and 1692. He died in 1693. 


COLONIAL TIMES 


Dr. Richard Goldsborough, the son of Robert Goldsborough lived in Cambridge, and 
practiced there. 

Dr. William B. Keene was one of the founders and “‘Orator” of the Medical and Chi- 
rurgical Faculty founded in 1799. 

Dr. Samuel Young Keene, surgeon in the Revolutionary Army, was born in Kentucky 
but returned to Cambridge where he married his second wife and continued to practice 
medicine. 

Dr. Edward White, 1754-1826 while practicing in Cambridge, was one of the people 
who helped establish Methodism in the County. 

The early records of medicine in Dorchester County are most deficient, and it was not 
until the founding of the Faculty in 1799 that we have some semblance of records. 

The founders of the Medical and Chirurgical Faculty from Dorchester County were: 
Dr. Edward White, Dr. Dorsey Wyvill, William Hays, James Sullivan and Howes Golds- 
borough. 

James Sullivan was Quarter-master General for the Continental Army at the time of 
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the surrender of Cornwallis at Yorktown. The home of Dr. Dorsey Wyvill is still stand- 
ing in Dorchester County. 

At the time of the founding of the Faculty it was given the right to select from its 
members twelve persons “‘who shall be styled the Medical Board of Examiners for the 
State of Maryland.” No person in the future was to begin the practice of medicine in 
Maryland without passing an examination before the Board or presenting a diploma 
from a medical college. 

The first meeting of the Board was held in Annapolis on the first Monday in June 1799, 
and it was at that meeting that the Board of Examiners began its stormy career. 

For a good many years there were two Boards: one from the Eastern Shore and one from 
the Western Shore. Each Board attempted to license practitioners and there was much 
confusion. In 1836, the Appeals court of Maryland decided “that a diploma from the 
University of Maryland is a State License and therefore her alumni are exempt from 
the demand,” i.e., to take the examination for a license to practice. 

It was not until 1892 that the State Legislature established the Board of Medical 
Examiners of the State of Maryland to be elected by the Medical and Chirurgical Fac- 
ulty to consist of seven members to serve for four years. At the same time it supported 
the authority of the Board by penalties for illegal entrance upon practice. 

Serving on the Board of Medical Examiners were Dr. Brice W. Goldsborough, 1909- 
1917 and Dr. Eldridge Wolff, 1917-1934. 

Through the nineteenth century various names appear who have played a part in the 
history of the county, state and nation. 

Dr. Thomas King Carroll, son of Governor Thomas King Carroll, was born in 1821. 
Graduating from Washington Academy, he began the study of medicine under Dr. 
Samuel Chew of Baltimore. Graduating in 1846 from the University of Maryland he 
opened an office in Baltimore, but on receiving a petition from the citizens of Dorchester 
County he moved to this County. After more than a half century of practice, he died in 
1900. 

A judge once said of him, after hearing his testimony in an important case: ‘“That the 
law had lost a brilliant star which the medical profession had gained.” Besides the prac- 
tice of medicine he took an active part in affairs of the State of Maryland. He was elected 
three times to the State Legislature, twice to the House of Delegates and once to the 
Senate and once refused the nomination to the United States Senate. 

Dr. Thomas Williams was born in 1830 near Church Creek. He joined the U. S. Army 
Medical Corps and that was his profession at the outbreak of the War Between The 
States. He joined the Confederate Army with General Lee’s Army of Virginia. During 
most of the war he was stationed in Richmond and at the end was Assistant Surgeon 
General of the Army of Virginia. His wife remained in Cambridge and several times ran 
the blockade to visit him. One of his prized possessions was an autographed picture of 
General Lee, seated on Travaller. After the war he returned to Cambridge, but did not 
practice. He owned and operated a drug store. During this time he was most helpful to 
the profession and aided in forming the first hospital in Cambridge. He died in 1900. 

Dr. Brice W. Goldsborough was for many years a practicing physician and surgeon in 
Cambridge. He was the first Chief of Staff of the first hospital and, later on, of the Cam- 
bridge-Maryland Hospital holding that position from 1898 until 1929 when he died. 

Dr. Guy Steele is the son of Dr. Thomas B. Steele, a surgeon in the United States 
Navy. Dr. T. B. Steele resigned from the Navy in 1850 and for forty years served the 
people in Cambridge in his professional capacity. 

Dr. Guy Steele was born in 1861. After completing his primary education he served 
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for one year as president of the grammar school in Cambridge, followed by a year as 
Vice Principal of the Cambridge High School. 

In July 1891, he entered the U. S. Navy as Paymaster on the U.S.S. “Lancaster.” 
While on a tour of duty in this capacity he was stationed in the Far East and visited 
Japan in 1892. He served in the Navy until 1894 when he resigned and entered the Uni- 
versity of Maryland in 1894, graduating in 1897 with the degree of Doctor of Medicine. 
On his graduation he returned to Cambridge to practice and was one of the founders of 
United Charities Hospital, later the Cambridge-Maryland Hospital in 1898. He was as- 
sistant Chief of Staff serving in that capacity until 1929. From 1929 to 1947 he was Chief 
of Staff and, at the same time, the Medical Officer of the U. S. Public Health Service and 
Marine Hospital Service. He retired from these offices in 1947 and remained in practice 
where he sees some old patients. He is at home to friends on Church Street, next to Christ 
Episcopal Church Yard. His major hobby is his flower garden, and he has one of the best 
tulip, iris and narcissus collections in the State. He is extremely interested in church 
yards and is considered an authority on the subject. Many people consult him on these 
matters. He was president of the Medical and Chirurgical Faculty in 1917. 

The writer is indebted to the marvelous memory of ‘“Dr. Guy” for the following names 
of physicians who played a part in the practice of medicine in this County: Drs. Anthony 
Thomas, Washington Smith, William J. Bowdle, Robert Price, C. F. McGuire, William 
P. Houston, Byron Smith, H. P. Phelps, Thomas Handy, Lowe, Elliott, Stevens, Bern- 
stein, James Muse, Joseph Muse, William Muse, William Murray, E. E. Lambkin, Syd- 
ney Stokes, George F. Hicks, Richard Hayward, Alexander Hamilton Bayley, Jacobs, J. 
W. Hanry, James L. Bryan who for many years was superintendent of public schools in 
the County, Dr. Byron LeCompte, U.S.N., Dr. Harmon, U.S.N., Dr. Rudenstein, U.S.N., 
George E. H. Harmon, Chase DeKrafit, Dr. Conway, George P. Jones, Edgar A. P. 
Jones, J. Hooper Shepherd, Robert Tubman, Fairbanks, E. L. Rosse, E. R. Osler, Richard 
Dixon, William S. Hitch, Victor Hitch, Anthony Thomas and Thomas, Daniel Ewell, 
H. F. Nicholls, G. A. Heffner, G. R. Myers, L. G. Frazier, Hugh Brown and Lida Mere- 
dith. 

Some of these men practiced in Colonial times and some through the nineteenth and 
twentieth centuries. 

Cambridge, Maryland 
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DORCHESTER COUNTY MEDICAL SOCIETY 


FREDERICK A. MILLER, M.D. 


The date of the founding of the component societies of the Faculty is usually regarded 
as 1904 when the Faculty was reorganized and the new Constitution was adopted. There 
were county and district societies prior to that time, some of which were affiliated with 
the Faculty and others which were independent. 


Dr. Rosert H. REppDIcK, Dr. Etpriwce H. Wo rrr, Dr. LAWRENCE MARYANOV, 
PRESIDENT VICE-PRESIDENT SECRETARY-T REASURER 


Members of the Dorchester County Medical Society as of this date were: Brice W. 
Goldsborough, Cambridge; Victor E. Hitch, East New Market; William S. Hitch, Cam- 
bridge; William H. Houston, Fishing Creek; E. A. P. Jones, Crapo; E. L. Jones, East 
New Market; R. L. Linthicum, Church Creek; John Mace, Cambridge; G. R. Myers, 
Hurlock; R. J. Price, Vienna; J. K. Shriver, Jr., Taylors Island; Benjamin L. Smith, 


Madison; Guy Steele, Cambridge; J. W. Steeves, Cambridge; Sydney A. Stokes, Thomas 
W. Williams and Eldridge E. Wolff all of Cambridge. 
The Society is now composed of twenty-five members and meets regularly on the third 


Wednesday of each month except for the three summer months. 
Members of the Society who have served as presidents of the Faculty were: Dr. Brice 
W. Goldsborough, 1908-1909; Dr. Guy Steele, 1917 and Dr. Eldridge E. Wolff, 1932. 
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THE CAMBRIDGE-MARYLAND HOSPITAL 


FREDERICK A. MILLER, M.D. 


The Cambridge-Maryland Hospital was first established as “The United Charities 
Hospital” in 1898. It was situated on High Street between Gay and Poplar Streets, in 
the former home of Dr. Hayward. The present Cambridge-Maryland Hospital was 
opened in 1904. : 

Through the efforts of various citizens an appeal to the Legislature for the sum of 
$1,500.00 yearly was granted. The local staff at that time consisted of Drs. Brice W. 
Goldsborough, Guy Steele and John Mace. During that time visiting physicians who 
played a part were Drs. Thomas S. Cullen, Nathan Gorter, Herbert Harlan, Sir William 
Osler, and Dr. Howard Kelley. The consulting staff consisted of Drs. T. B. Steele, George 
E. Jones, S. C. DeKrafft, Thomas King Carroll and Edward R. Triffe. In the first year 
of operation 288 cases were treated. 

The work of the hospital increased and in the year 1903 approximately 500 patients 
were admitted with only 14 deaths. During that year quite a few medical consultants 
were added to the staff from Dorchester County, Easton, Preston, Federalsburg and 
Oxford. Two of these from Dorchester County were well known to us and were later ad- 
mitted to the regular staff, Dr. E. A. Jones and Dr. E. E. Wolff. 

The cornerstone of the new building was laid by May 26, 1903, and the present “Cam- 
bridge-Maryland Hospital’ was started. The cornerstone was laid with Masonic cere- 
monies by the Grand Master of Maryland. Mr. John E. Hurst, who by his donations 
and later by legacies had made the construction possible, was the guest of honor at this 
occasion. 

Governor Edwin Warfield made the chief address and was followed by Honorable 
Henry Lloyd and R. Howard Kelley. There was an excursion from Baltimore and about 
sixty physicians with their families and other notables attended the dedication exercises. 

The new hospital was the recipient of many donations. The men’s ward, the women’s 
ward and the children’s ward were furnished by private donation and the other rooms 
by various church groups of the town. One nurse graduated in the first year. 

The new hospital costing approximately $75,000.00 was opened on November 17, 1904. 

The hospital continued growing and by 1912 there were approximately 1000 admissions 
annually. Dr. Victor Carroll and Dr. Charles E. Handy were added to the staff. Three 
nurses were graduated. 

In 1914, a Maternity Hospital was donated and built by Mr. Alfred I. DuPont and 
managed as a separate unit. This was turned over to the Cambridge-Maryland Hospital 
in 1920 and is now run as an integral part of the hospital. 

During 1914-1915, 2310 patients were admitted and of these 1,477 were free patients. 
Dr. Robert M. Lewis and Dr. Curtis Burnam along with Dr. Cecil Vest took care of the 
visiting operating days. 

1916-1917. Dr. Duke Smith and Dr. Thomas Lynch Coll were admitted to the local 
staff. Miss Ella Nabb was superintendent and Miss Evelyn Jefferson was assistant. 
Two thousand and seventy-eight patients were admitted, and there were 83 deaths. 
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THE CAMBRIDGE-MARYLAND HOspPITAL 


1918-1919. These being world war years, the hospital was handicapped both pro- 
fessionally and financially by the war and the influenza epidemic. The nursing school 
became demoralized, and there was great difficulty in securing student nurses. 

1920-1921. In these years three more visiting men were added to the visiting staff. Dr. 
Thomas Boggs as internist; Dr. Summers as pediatrician and Dr. Compton Riley as 
Orthopedic Surgeon. 

As the training school for nurses was increasing, a need was felt of a new Nurses Home. 
In December 1921, a campaign was conducted, and $40,000.00 was pledged for this pur- 
pose as well as for repairs to the main hospital. 

1922-1926. In 1924, Dr. Hines passed away, and Dr. P. P. Payne was elected to the 
staff as surgeon dentist to fill his vacancy. 

Dr. John Mace died in September 1927, after a long and faithful service. Dr. P. H. 
Tawes was admitted to the local staff, and Mr. Dingus was secured as a Technician for 
both X-ray and Laboratory work. 

Dr. Brice W. Goldsborough died in March 1929. His death was keenly felt over the 
whole community. He had worked more than thirty years at the hospital as Chief of Staff. 
Dr. Guy Steele became Chief of Staff and the work progressed splendidly under his 
leadership. 

Dr. Steele served as Chief of Staff until 1947 when he resigned. From that time on, under 
a revision of the Constitution and By-Laws a Chief of Staff has been elected annually. 
It has become the custom to re-elect the chief for a second term. 

From the beginning of the hospital until 1947, the Superintendent of the hospital was 
a graduate nurse exercising both financial and nursing control. In that year a financial 
officer was provided and the Superintendent became Director of Nursing. A trained 
administrator now directs all phases of managing the hospital. 

The Active Staff consists of fourteen local practitioners, a Consulting Staff of well known 
physicians and surgeons from out of town and an Honorary Staff. 
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BRIEF HISTORY OF THE EASTERN SHORE 
STATE HOSPITAL 


FREDERICK A. MILLER, M.D.* 


The Eastern Shore State Hospital, Cambridge, Maryland was established for the care 
and treatment of those residents committed from the Eastern Shore of Maryland suffer- 
ing from mental disorders. It is located near Cambridge, Dorchester County, on the 
shore of the Choptank River. The site includes 390 acres, of which approximately 225 
acres are tillable. There is a total of 54 buildings on the property, of which five are pa- 
tient buildings. 

In 1912, the General Assembly of Maryland, recognizing an urgent need for increasing 
the facilities for care and treatment of people who were mentally ill, passed an Act cre- 
ating the Eastern Shore State Hospital. Quoting from this Act, Laws of Maryland, 
Chapter 245, 1912: “An Act to provide additional accommodations for the insane and 
feeble-minded within the State of Maryland and to that end to authorize the creation 
and issue of a loan by the State of Maryland in the sum of . . . $200,000 for the erection 
and construction of buildings and the purchase of land for a hospital on the Eastern 
Shore of Maryland to be styled Eastern Shore State Hospital; ... and to provide for the 
appointment of a Board of Managers for the Eastern Shore State Hospital.” This same 
Act provided for the expansion of facilities at the four already existing State hospitals 
in Maryland. 

The first act of the Board of Managers was to select the present site of the hospital, 
purchase the land, proceed with the construction of buildings and the appointment of 
the first hospital Superintendent. Twenty-three patients were admitted to the hospital, 
on December 12, 1913, living in a frame structure already on the hospital site. These pa- 
tients were transferred from the Springfield State Hospital and worked on the grounds, 
roads, farm, etc. 

The original plan for the Eastern Shore State Hospital was to build 11 buildings, includ- 
ing the mess hall buildings, six dormitories, a laundry, a power house, an administration 
building and a superintendent’s home. This would have provided for approximately 
1,000 patients. The first group of buildings to be finished included dining areas, power 
house and laundry, these were opened in 1915. At that point the scope of the project 
was changed and a second floor was added to the dining hall areas to provide dormitory 
space for patients. At the end of the first fiscal year—September 30, 1915—the total 
number of patients in the hospital was 229, representing Eastern Shore patients trans- 
ferred from other hospitals, in addition to Eastern Shore residents committed to the hos- 
pital in that period. In 1928 the Administration Building, or Ritchie Building, was 
opened, having been constructed at a cost of $105,000.00. This building provided all 
offices for the hospital, an operating room, drug room, x-ray, laboratory, employees’ 
dining room and employees’ living quarters. A dormitory building, called the Carey 
Building, was opened in 1937, having been constructed at a cost of $175,000. This build- 
ing was constructed to accommodate approximately 100 patients and provided quarters 
for some employees. In 1939 another Dormitory Building, the Nice Building, was opened, 
having been constructed at a cost of approximately $185,000. This building was de- 

* Dr. George E. Currier of the Eastern Shore State Hospital; Dr. Walter B. Johnson, deceased, former Health Officer of 


this County; Mr. Harold P. Coston, Administrator, Cambridge-Maryland Hospital; and the librarian and assistant librarian 
of the Faculty rendered invaluable assistance in compiling this material. 
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signed to accommodate 125 patients and provided additional quarters for employees. In 
1954 a medical and surgical building was completed at a cost of approximately $575,000. 
This building provided for the care of 70 patients and houses in a separate wing the 
operating room, central supply room, drug room, x-ray, laboratory and dental de- 
partments. 

Since its inception, the Eastern Shore State Hospital has had 7 superintendents. The 
Board of Managers functioned from 1912 until the termination of the Board on April 29, 
1949. Since that time the hospital has been operated under the supervision and direc- 
tion of the Department of Mental Hygiene of the State of Maryland. The average daily 
patient population of the Eastern Shore State Hospital has increased from 229 in 1915 to 
593 in 1954. The average number of patients admitted per year in the past 10 years was 
187. The average number of patients discharged per year, including deaths, in the past 
10 years was 173. In the fiscal year 1954 total patients admitted numbered 229 and total 
patients discharged numbered 177. The hospital census at the end of fiscal year 1954 
was 614. 
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ASPHYXIA OF NEWBORN 


WILLIAM H. HANKS, M.D. 


Any case of asphyxia, cyanosis and respiratory 
difficulty in the newborn, merits a careful exam- 
ination of the pharynx and larynx. The follow- 
ing case is reported because of the unusual diag- 
nosis and because a review of the literature has 
failed to find a report of a similar case. 


CASE REPORT 


No. 58856, Newborn Horseman, Cambridge 
Maryland Hospital, Cambridge, Maryland. 

An apparently normal male infant, weight 7 
lbs. 1414 ounces, was delivered by low forceps, 
from a nineteen year old white primigravida, 
after six hours of labor. He cried lustily. His 
color appeared normal. However, when placed in 
a crib he became cyanotic. His color improved 
with coughing. 

It was noted that he would breathe normally 
and would retain a good color when his head 
was lowered. Pharyngeal suction failed to pro- 
duce mucus in any quantity. When the head was 
held high, the accessory muscles of respiration 
were used. 

Examination revealed an essentially normal 
chest with clear breath sounds and a normal 
heart. Neurological examination was entirely 
negative. 

Posterior to the left tonsil area a pedunculated 
tumor about 2.5 cm. long was noted. Its diameter 
was about 1.5 cm. With respiratory excursions 
it had a “ball valve” like action. With the in- 
fant in the prone position the tumor would be 
drawn into the pharynx, thereby completely oc- 
cluding it, and when the infant was held sus- 
pended by its feet, the tumor would fall down- 


ward, thereby freeing the air passage. The 
growth was grasped by an Allis forceps and 
brought forward, a suture ligature of black silk 
was placed about its base and it was removed 
with scissors and without resulting hemorrhage. 

The infants condition improved immediately 
and its subsequent progress and development 
was normal. 

This pedunculated growth was mailed to Dr. 
Hugh Spencer, Pathologist, University Hospital, 
Baltimore, Maryland, who gave the following 
report, 

S.P.Number 13713-E 

“Gross: Specimen consists of a well encapsu- 
lated nodule of rubbery tissue measuring 1.5 cm. 
diameter. There appears to be a short pedicle 
present. On section the surface presents a 
variegated appearance with mixed yellow and 
white tissue composing the mass. Microscopic: 
Sections of the material seen in this case show a 
well circumscribed polypoid mass covered by 
stratified squamous epithelium. The superficial 
layer of this epithelium is keratinized beneath 
the skin. There are many sebaceous glands, a 
moderate number of sweat glands and hair folli- 
cles. The bulk of the mass is composed of fibrous 
and adipose tissue in which bundles of smooth 
muscle and a cartilaginous island are seen. This 
is an unusually interesting case. Of course most 
of the tissue described above is foreign to the 
locality from which the tumor was taken. 

Diagnosis: The lesion must be considered as a 
teratoma.” 

Cambridge, Maryland 





16 Dental Fluorosis and Water Fluoridation : 
DENTAL FLUOROSIS AND WATER FLUORIDATION 


JAMES C. JOHNSON, D.D5S. 


Dr. Frederick S. McKay, a dentist in Colorado 
Springs, California, in the year 1907, was the 
first man to note the disease known today as 
dental fluorosis or mottled enamel. He noted 
that the disease involved the dental enamel in 
degrees varying from milky white spots of vari- 
ous sizes to dark brown stains involving the 
entire enamel covering. 

Although he was not a trained scientist, Dr. 
McKay set out to attempt to determine the 
cause of such a condition. On routine examina- 
tions he observed that the children in the com- 
munity had some teeth that were mottled, while 
other teeth in the same mouth were free from 
the condition. After checking a reasonable num- 
ber of these cases he established the interesting 
fact that the teeth which were free from mottling 
had calcified prior to the child’s residence in 
Colorado Springs, while those showing mottling 
were formed after residence in Colorado Springs. 
In his spare time, Dr. McKay checked other 
areas and found some communities free from 
mottling, and some communities with it. His 
tentative conclusion was that something existed 
in the water supply of these communities so 
affected which was responsible for the lesion. 

After two years of study, Dr. McKay called 
in Dr. G. V. Black of Chicago, an eminent dental 
scientist of the time. Dr. Black verified Dr. 
McKay’s! theory that the disease was water- 
borne. Equally important, however, was the 
observation that teeth so affected by mottling 
were more resistant to dental decay than those 
free from the condition. 

Dr. McKay’s and Dr. Black’s conclusions 
were further verified when in the year 1916 the 
town of Britton, South Dakota changed its 
water supply from shallow wells to deep ones. 
Mottling appeared immediately in the children’s 
teeth which had calcified since the change. Prior 
to the change to deep wells, mottling was un- 


known in this community. Oakley, Idaho had a 
similar experience and in 1925 they changed 
back to the original water supply and the mot- 
tling disappeared. 

The third episode occurred in Bauxite, Ar- 
kansas in 1928, where several years before the 
water supply had been changed to deep wells 
because of sanitary conditions. Mottled enamel 
became endemic and the wells were sealed. 

The study of the deep well water of Bauxite 
by H. V. Churchill, chief chemist of the Alumi- 
num Company of America, determined a fluorine 
content of 14 P.P.M. (parts per million). Chur- 
chill’s? work went further. Samples of water 
where mottled enamel were endemic were 
examined and fluorine was found in all of them. 
Samples of water from areas where mottling 
did not exist showed no fluorine or only a small 
amount. 

From this study the following important con- 
clusions were made’: 

1. Dental Fluorosis can be acquired only 
during the formative period of the teeth. 

2. Once acquired the disease is permanent 
even though the patient may move from a 
fluoride area into a free one. 

Dr. McKay, in collaboration with H. T. Dean,‘ 
working on the theory that teeth exposed to 
large quantities of fluorine were more resistant 
to dental decay, set out to determine the mini- 
mum quantity of fluorine in the drinking water 
required to reduce decay and yet not produce 
the enamel lesion. They established the mini- 
mum amount to be 1.0 to 1.5 P.P.M. (parts per 
million). 

Grand Rapids, Michigan, and Newbury, New 
York were the first (1945) cities in the United 
States to introduce fluorine artificially into their 
water supply in an attempt to reduce tooth 
decay in their communities. Studies to date show 
a reduction of between 40 and 50 per cent. 
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Locally, Howard E. Chaney,’ a chemist with 
the Maryland State Board of Health, and the 
author started studies of fluorine in Cambridge 
and Dorchester County, Maryland (1941). It 
had long been known that sections of Dorchester 
County had a high fluorine content because of 
the mottling of the enamel on the teeth of the 
people of those sections. Chaney, in his analysis, 
found a variation of 0.2 P.P.M. to 4.5 P.P.M. 
(parts per million) in the observed areas. Cam- 
bridge had the optimum of 1.0 to 1.5 P.P.M. 
(parts per million). Because this condition has 
existed in Cambridge over a known period of 
time, the United States Public Health Service 
is running a survey in this area which will extend 
over a period of three or four years. Their find- 
ings will be checked against other communities 
with water of varying degrees of fluorine content. 


OcCURRENCE AND CHEMICALS 


Fluorine is found in varying amounts in all 
parts of the world. In the United States the 
Mississippi Watershed east of the Rockies seems 
to have the greatest concentration.*® 

Fluorine is used in the following forms: 

1. Sodium fluoride 
2. Sodium fluoro-silicate 
3. Hydro-fluoric acid 

Availability of a specific type of fluoride chem- 

ical, its cost and other factors determine its use. 


WATER TREATMENT 


Many communities like Cambridge, Maryland 
have natural fluorides in their water supply. 
Communities not so fortunate must either reduce 
the fluorine content to the optimum amount or 
add sufficient quantities to produce the optimum. 
Sodium fluoride is generally the chemical chosen. 
It is added to the water at its source to produce 
a content of 1.0 to 1.5 P.P.M. (parts per million). 

In warmer climates where the water intake is 
above 12 to 1600 c.c. per day, the fluorine con- 
tent should not run higher than 0.7 to 1.0 
P.P.M. (parts per million) .? In any instance the 
daily intake should not exceed 1.2 to 1.6 mg. 
Maryland has the highest percentage of its 


population drinking fluorinated water in the 
nation.® 


PHYSIOLOGY 


Fluorine is absorbed through the intestinal 
walls and deposited in the teeth and bones. When 
needed the body can retain 50 per cent of fluorine 
ingested. Balance is soon reached and only 10 
per cent ingested is retained; 90 per cent being 
eliminated through the sweat glands, kidneys, 
and minute quantities in milk during lactation.° 


TOXICOLOGY 


The only lesion yet determined from fluorine 
ingestion is mottled enamel. The degree of the 
lesion is dependent upon the percentage of 
fluorine intake, and the individual’s ability to 
absorb it.!° These lesions are determined by the 
intensity of their coloring and by the area 
covered. They take the form of small milky spots, 
large areas of milky spots, and large brown 
stained areas. 

To date not one single case of cancer, heart 
disease, arterio-sclerosis,'' renal disease,'* bone 
fragility,’ etc., has been attributed to fluorine 
intake. 

As with any new public health measure, there 
are proponents and opponents. Representative 
Miller of Seattle, Washington probably has been 
fluorine’s bitterest opponent. 


MECHANISM OF MOTTLING 


The life span of the ameloblasts (enamel form- 
ing cells), odontoblasts (dentin forming cells), 
is shortened with improper calcification. It is 
also thought that the cemental substances be- 
tween the enamel rods is affected. 


MECHANISM OF RESISTANCE TO DECAY 


To date no one has been able to determine the 
action of fluorine in the tooth structure. We know 
that it exists as a complex calcium-phosphorus, 
fluorine compound. 

The hypothesis after much research is as 
follows: 
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1. Fluorine lowers the solubility of tooth 
structure. 

2. Fluorine inhibits the bacterial or enzymatic 
processes that are believed to dissolve the pro- 
tein and calcified substances of the teeth. 

3. Fluorine changes the bacterial flora of the 
mouth; thereby reducing the number of acido- 
genic bacteria that are associated with the caries 
process. 


DOSAGES 


The average intake of fluorine is 1.2 to 1.6 mg. 
per day. Its source is primarily from water. It is 
supplied as lozenges; lozenges with Vitamin C, 
as well as a 2 per cent solution for application 
to the teeth and as a chewing gum. In prescrib- 
ing fluorine, it is important to know the patient’s 
daily intake and supplement only to the daily 
optimum requirements. 


CONCLUSIONS 


1. Fluorine is safe to use. The only known 
lesion is dental fluorosis (mottled enamel). Its 
introduction into public water supplies has been 
endorsed by the U. S. Public Health Service, 
the American Water Works, and the American 
Dental Association, as well as other authorita- 
tive groups. 

2. Once mottling has occurred it is permanent. 

3. Fluorine incorporated into the tooth struc- 
ture renders it more resistant to caries than one 
without fluorine. 


4. Fluoridation of drinking water reduces 
dental caries 40 to 50 per cent in those teeth 
calcified after its introduction. 

Cambridge, Maryland 
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MYOMATOUS UTERUS IN AN ELDERLY 
MULTIGRAVIDA 


JOHN MACE, JR., M.D. anD LAWRENCE MARYANOV, M.D. 


The elderly multigravida is defined as one 
over age 35, who has lived over 20 years of her 
productive life. Uterine inertia is common in 
these patients and is often associated with mal- 
presentation, an inelastic cervix, fibroid tumors, 


various degrees of pelvic contraction, hyper- 
tension, toxemias of pregnancy, disturbances in 
labor, adenomas of the thyroid and carcinoma 
of the cervix. After 35, child birth is fraught with 
increasing difficulties although these have been 
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generally exaggerated. Statistically, it is six 
times safer to have a child at 20 to 24 than 40 to 
44. After age 45, maternal mortality is ninefold. 
Women who have borne many children are de- 
cidedly poor obstetrical risks, and the elderly 
multipara is in greater danger than the elderly 
primigravida. 


MANAGEMENT OF LABOR 


It is essential in the management of labor to 
determine the patient’s progress. Prolonged 
labor of 24 hours or more causes dehydration 
and changes in body chemistry, and taxes the 
patient, her family, and the physician. It usually 
results from primary uterine inertia, but may be 
caused by cervical or positional dystocia, 
cephalo-pelvic disproportion, tumor obstruction 
in the birth canal, uterine over distention, and 
contraction ring. No patient should be allowed 
to continue labor over 12 hours without cervical 
dilation, effacement, and descent of the presenting 
part, unless sterile vaginal examination deter- 
mines the current situation. The baby’s life 
with no damage to the mother is assured if the 
physician does not wait for 2 to 3 hours for 
complete dilation after the membranes have 
ruptured before deciding that vaginal delivery 
is impractical. Supportive treatment, including 
adequate rest intervals and nourishment in- 
travenously is important in treating any patient 
progressing unsatisfactorily. In no circumstance 
should delivery be attempted through an in- 
completely dilated cervix. Premature interference 
and attempted delivery before the birth canal 
is prepared, represent a serious hazard. 


MANAGEMENT OF UTERINE FIBROID IN 
PREGNANCY 


Reports from various clinics indicate 0.3- 
7.2% incidence of myomatous uterus upon 
Cesarean section. In conception, a myoma may 
be confused with ectopic gestation, ovarian 
tumor, or an anomalous uterus. Twice as many 
abortions occur with a myomatous than with a 
normal uterus. Myomas enlarge in pregnancy 


because of edema, not hypertrophy. In the mid- 
trimester, changes in size, position, and blood 
supply of ‘the tumors may disturb bladder func- 
tion. 

When fibroids are present, management 
should be expectant. When the uterus is less 
irritable and placental function is well estab- 
lished, obstruction to labor is common. It is es- 
sential to diagnose these cases in early pregnancy 
because they are difficult to detect in later 
months. 

There has been a constant rise in Cesarean 
sections since 1942. This upward shift dates 
from the introduction of antibacterial therapy 
and the more wide use of blood banks. 

An upward trend of Cesarean section rate can 
be justifiable only if the increase in operations 
does not increase maternal mortality, and if it 
is consistent with a fall in traumatic vaginal 
operations and preventable fetal deaths. In the 
main, the increased section rate results in a 
greater elimination of the traumatic mid forceps 
operation, for which there is a direct proportional 
relation to fetal death and injury, and maternal 
pelvic injury. A fibromyoma is one of the primary 
indications for Cesarean section which should be 
done when the tumor is large, irrespective of 
location in relation to the pelvic brim. 

In the Cambridge Maryland Hospital, there 
were 151 Cesarean sections performed over a 5 
year period (1949-1954). Of these, two were due 
to myomas of the uterus. 


CASE REPORT 


H. B. W., housewife, age 43, Para III, Grav IV. 
Her first pregnancy resulted in a stillbirth due to a 
prolapsed cord with a frank breech. The next two 
pregnancies were normal. Her present (4th) pregnancy 
occurred 11 years following the third one. Prenatal care 
was uneventful and without a uterine fibroid being 
suspected. The patient went into labor at about term, 
with uterine contractions being strong and regular. 
Examination at that time, indicated a frank breech 
with the presenting part not engaged. After a prolonged 
labor of 24 hours and no progress noted, it was decided 
to do a Cesarean section, since the presenting part had 
not engaged. 
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A classical Cesarean section was done with the de- 
livery of a living female infant. 

A myoma 7.5 cm. in diameter was noted at the neck 
of the uterus. This apparently blocked the descent of the 
fetus. The myoma was excised, and the uterus closed. 
Recovery was uneventful. 


SUMMARY AND CONCLUSIONS 


It is felt that with modern medical and surgical 
technics, death from pregnancy at any age is a 
rarity. An increased incidence of complications 
is associated with pregnancy in older women. As 
a result, accurate diagnosis with adequate med- 
ical and obstetric care is needed. Every woman 
should be allowed to go into spontaneous labor, 
as normal labor is more predictable than the 
induced. Furthermore pituitary induction is least 
successful in older women. 

When labor begins, pelvic adequacy and fetal 
position should again be verified. Observation 
should be continuous and careful. Cesarean sec- 
tion, although rarely indicated because of age 
alone, is preferable to any difficult operative 
vaginal manipulation. 

It is our belief that Cesarean section per- 
formed by a properly trained obstetrician should 
be a recognized procedure for management of 


many obstetric and fetal complications formerly 
treated by vaginal delivery. 
6 Church Street 
Cambridge, Maryland 
(Dr. Mace) 
136 Race Street 
Cambridge, Maryland 
(Dr. Maryanov) 
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TREATMENT OF TINEA CAPITIS WITH EPILATION 
BY MEANS OF ROENTGEN RAYS 


ALFRED R. MARYANOV, M.D.* 


In Dorchester County, during the past year, 
we have had fifty-two cases of ringworm of the 
scalp that have not been amenable to topical 
application and we have finally had to resort to 
epilation with x-ray. 

In this article we will deal only with the 
human type of ringworm, which is caused by the 
organism, M. Audouini. The second type which 
is caused by the organism, M. Lanosum or 
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canis, is generally amenable to topical applica- 
tions (i.e. Salicylamide, 5%; Iodine 1 to 5%; 
Thymol 1 to 5%; Ammoniated Mercuric Oint- 
ment 5 to 10%, alone and in conjunction with 
Salicylic Acid 2 to 6%; or Sulfur 1 to 5%). 
Therefore, x-ray need not be resorted to in this 
second type of ringworm. 

In this county there has been an outbreak of 
ringworm, of the human type, particularly 
among the colored school children. Through 
periodic inspection, under the auspices of the 
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County Health Office, these cases were segre- 
gated. Some of these children had been under 
medical treatment with topical applications for 
as long as one year without improvement. 


PREPARATION FOR EPILATION 


In our office, preparation before epilation is as 
follows: If any unknown medication has been 
used for topical administration, it is removed 
and x-ray therapy is not given for at least ten 
days after the removal of the medication. If 
there are signs of inflammation of the scalp, as 
evidenced by pustules, the parent is advised to 
use wet applications until the inflammation has 
subsided, before the epilation is given. The hair 
al the time of epilation should be cut so that it 
is not more than 4 inch long, otherwise it acts 
as a mechanical filter. 


EPILATION TECHNIQUE 


In the event the ringworm is widespread the 
five port technique of Kienboch and Adamson 
is used. However, if there are only two or three 
small spot areas, and no further evidence of dis- 
semination of the infection is found by means of 
a Woods Light, then these small spot areas are 
epilated, going approximately one inch beyond 
the area of infection. 

Many radiologists and dermatologists frown on 
anything less than complete epilation. However, 
in our series of fifty-two cases, partial epilation 
was performed on twenty-eight cases with subse- 
quent clearing of the ringworm and a perfect 
regrowth of hair. None of our cases have had to 
be brought back six or nine months later for 
re-epilation of the entire scalp. The factors used 
in our epilations were 85 K.V., 5 M.A., 12 inch 
distance. No filter was used (other than inherent 
filter in the tube). The total dose given was 225 
R per field. 

In the literature one finds various clinics using 
factors varying from 225 R to 450 R per field. 
We seem to obtain satisfactory epilations with 
225 R per field. The technique used is always the 
same so there is no possibility of irradiating the 


same field twice. In our epilation, if using the 
spot method, the remaining area of the scalp, 
including the ears, is covered with leaded rubber 
sheeting. The routine in epilating the entire scalp 
is to cover the ears with leaded rubber sheeting, 
then using the Kienboch-Adamson Technique, 
the hair is epilated starting with the occipital 
region first, then the parietal, the bregmatic, the 
right temporal and the left temporal. This routine 
is constantly adhered to. 


Post EpILATION CARE 


Following irradiation, the mothers are advised 
to destroy all contaminated headgear, and apply 
5% Ammoniated Mercuric Ointment for the 
first three weeks. If defluvium is not complete 
and the Woods Light reveals some fluorescent 
hairs to still be present, they are then removed 
manually under the Woods Light. After three 
weeks, the mothers are advised to apply 10% 
Ammoniated Mercuric Ointment and 5% Sali- 
cylic Ointment in equal quantities. 


SUMMARY 


The results obtained in our series of cases have 
been excellent in both white and colored pa- 
tients. In none of our cases have epilations had 
to be repeated, nor have there been any local or 
systemic reactions reported by the parents. This 
may be due to the fact that a low epilating dose 
was used. Even though in some of our cases there 
has not been complete epilation between some 
of the overlapping ports the regrowth of hair 
has been perfect. 


ANALYSIS OF EPILATIONS 





Partial Epilation 
| Total Epilation | 
1 port 





2 ports | 3 ports 
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CONCLUSIONS 


A dose of 225 roentgen units unfiltered has 
produced satisfactory epilation followed by full 
regrowth of hair. 
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Complete epilation does not appear to be 
necessary for the cure of tinea capitis. 

Although spot epilation has been frowned 
upon by many dermatologists we have used it in 
a number of our cases and have had excellent re- 
sults. 

Cambridge, Maryland 
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AUTOHEMOTHERAPY IN PSYCHIATRY 


ROBERT H. REDDICK, M.D.* 


In the author’s preliminary observations on 
the use of autohemotherapy in chronic mental 
disorders in 1950 it was reported that twenty-five 
chronically ill state hospital patients were 
treated by reinjection of their own blood over a 
period of six months. The original group con- 
sisted of thirteen schizophrenics, six involu- 
tionals, three ‘‘paranoid conditions,” and one 
each of manic depressive psychosis, psychosis 
with cerebral arteriosclerosis, and psychosis due 
to alcohol. . 

Of this group, nineteen patients or 76 per 
cent of those treated displayed a social recovery, 
inasmuch as they were able to leave the hospital 
and to resume their former activities. Of the six 
patients still requiring hospitalization at the 
conclusion of the treatment period, three were 
much better; two were somewhat better; and one 
remained unchanged. 

Eleven out of thirteen or 85 per cent of the 
schizophrenics improved sufficiently to no longer 
require hospitalization, while two-thirds of the 
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involutionals and ‘paranoid conditions” also 
displayed a social recovery. 

Within the last three decades, beneficial ef- 
fects from the use of autohemotherapy have been 
reported in the treatment of the following condi- 
tions: pulmonary tuberculosis, drug addiction, 
scarlet fever, acne, carbunculosis, rheumatic 
fever, various dermatoses, hyperemesis gravi- 
darum, hormone deficiencies, lymphopathia vene- 
reum, herpes simplex, herpes zoster, various 
allergies, fixed serologic reactions, septic condi- 
tions following miscarriage and abortion, furun- 
culosis, various virus infections, urticaria, serum 
sickness, hemiplegia, bronchial asthma, acute 
chorea, leg ulcers, malaria, pleurisy, rabies, 
homologous serum jaundice, arthritis, Landry’s 
polyradiculitis, acute anterior poliomyelitis, 
diphtheritic polyneuritis, duodenal fistula, tu- 
berculous peritonitis, cardio-vascular diseases, 
menstrual and menopausal complaints, various 
pneumonias, psoriasis and others. 

It was, therefore, pointed out that the use of 
autohemotherapy in the treatment of chronic 
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mental disorders does not, in itself, constitute a 
“new” therapeutic measure; it represents merely 
the application of an old method of treatment in 
a new field. 

In the series of private communications ad- 
dressed to the author, Dr. Winfred Overholser, 
Superintendent of Saint Elizabeths Hospital, 
Washington, D. C., expressed his desire for ad- 
ditional information concerning the use of auto- 
hemotherapy in the treatment of mental dis- 
eases, both on account of his interest in possible 
new treatments for his patients and also because 
of his activity as Editor-in-Chief of the Quarterly 
Review of Psychiatry and Neurology. In a dis- 
cussion of the therapeutic responsibility of 
psychiatry in 1949, Dr. Overholser remarked 
that the therapeutic pendulum had again begun 
to swing away from the extreme psychogenic or 
analytic side, to the somatic. 

In one of his letters to the author, Dr. Over- 
holser stated as follows: 

“T should like to venture the suggestion that 
in a study of this sort there should be a control 
group; in other words, I should take a group of 
persons about the same age with similar symp- 
tomatology and put them on the same regime 
except that instead of injecting blood, saline be 
used. If this procedure were followed you would 
be obviating the possible criticism that the im- 
provement shown was due to other extraneous 
factors such as the increased amount of atten- 
tion, possibly different hours, diet, ward sur- 
roundings, etc. The project is an interesting one, 
presumably being somewhat related to a number 
of other forms of protein shock therapy.” 

Therefore, in accordance with the suggestion 
of Dr. Overholser, two additional groups of pa- 
tients were selected. A control group of ten pa- 
tients, consisting of five men and five women, 


ranging in age from 27 yrs. to 63 yrs., were 


studied simultaneously with a group of twenty- 
five autohemotherapy patients. There were 
thirteen men and twelve women in the treat- 
ment group, ranging in age from 21 yrs. to 63 
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yrs., with an average age of 39 yrs. All thirty- 
five of these patients, the control group and the 
treatment group, were chronic psychotic pa- 
tients, each having been formally probated and 
committed for care and treatment in a state 
psychiatric hospital. The duration of their 
mental symptomatology varied from two to 
forty-nine years. In the selection of the twenty- 
five patients who were to comprise the treat- 
ment group, priority was accorded to: (1) those 
who had received one or more courses of electro- 
convulsive therapy or insulin coma therapy, or 
both, without noticeable improvement; (2) 
those who had some definite contra-indication to 
shock therapy, e.g., medical, orthopedic, cardiac, 
etc.; (3) those who, despite the presence of these 
poor prognostic factors, still possessed what the 
therapist more or less intuitively felt to be an 
inherent recoverability. 

The formal psychiatric diagnosis was not 
considered to be of primary importance in select- 
ing members of either the control group or the 
treatment group; but, for statistical purposes, it 
was deemed advisable to tabulate the mental 
diagnoses, and the treatment group was found to 
consist of 12 schizophrenics, 3 manics, 3 arterio- 
sclerotics, 2 involutionals, 2 paranoid conditions, 
2 psychoneurotics, and one alcoholic. 

The control group was made up of 3 luetics, 3 
arteriosclerotics, 2 schizophrenics, 1 
tional, and one psychopath. 

Autohemotherapy treatments in this series 
were administered upon a weekly basis over a 
period of six months. 

The initial treatment consisted of the removal 
of five cubic centimeters of blood from one of 
the median basilic veins under aseptic condi- 
tions, followed by immediate deep intramuscular 
re-injection into the upper outer quadrant of the 
buttock of the opposite side. A few drops of four 
per cent sodium citrate solution were introduced 
through the needle into the syringe before the 
blood was withdrawn; the average length of time 


involu- 
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which the blood remained in the syringe was 
fifty-five seconds. 

The same technique was employed in subse- 
quent treatments, except for the fact that after 
the third treatment, provided that no untoward 
reaction had occurred, the dosage of blood was 
increased to ten cubic centimeters. When the 
blood was removed from the left arm, it was re- 
injected into the right buttock, and vice versa. 

Each of the members of the control group re- 
ceived weekly injections of ten cubic centimeters 
of isotonic sodium chloride solution. Except for 
the substitution of sodium chloride solution for 
the patient’s own blood, the technique employed 
for the control group was identical with that 
used for the treatment group. 

The number of treatments administered 
varied according to the individual degree of 
response. For the twenty-five patients in the 
treatment group, the minimum number of treat- 
ments was four and the maximum, twenty-two. 

Twenty-three patients or ninety-two per cent 
of those treated displayed a social recovery, in- 
asmuch as they were able to leave the hospital 
and to resume their former activities. One of the 
two treatment patients still hospitalized at the 
conclusion of the six months period was much 
improved from ‘Involutional psychotic reac- 
tion” and had been released on trial visit status 
to the custody of her daughter on four different 
occasions, one of which was for a period of ten 
days. She had received only eleven treatments at 
the time of this report; additional treatment 
sessions are contemplated and a sufficient degree 
of improvement to permit her release on a more 
permanent basis is anticipated in the near future. 

The other one of the two treatment patients 
still requiring hospitalization to date has re- 
ceived twenty treatments. She is sixty-three 
years of age and sustained a cerebral vascular 
accident eight years ago; she had been hospi- 
talized in seven different private psychiatric 


institutions before her present admission, and 
the diagnosis of her mental condition is listed 
as “Chronic Brain Syndrome associated with 


Cerebral Arteriosclerosis, with psychotic reac- 
tion.” She also has systemic syphilis for which 
she is receiving anti-luetic therapy. Her condi- 
tion is now improved and she is scheduled for 
staff presentation in the near future for the 
purpose of discussing the advisability of granting 
her a trial visit to the custody of her husband. 

Regarding the patients comprising the control 
group, nine of them remained essentially un- 
changed after nearly six months of weekly intra- 
muscular injections of isotonic sodium chloride 
solution. The tenth member of the group, an 
arteriosclerotic, exhibited a rapidly progressive 
deterioration and expired during his second 
month of hospitalization. 

Laboratory studies of this group of twenty-five 
autohemotherapy patients tended to confirm 
Sorrentino’s findings, consisting primarily of a 
lowering of the sedimentation rate in addition 
to a normalization of the protein content of the 
blood. In each one of the several instances in 
which a test was made, a marked lymphocytosis 
occurred within a few hours after the auto-blood 
injection. 

Case No. 1823 was that of a thirty-four year 
old married white female who gave a history of 
having had three attacks of mental illness prior 
to her recent admission. Upon each of these 
occasions, the onset of her attacks was described 
as “rapid.” In January, 1948 the diagnosis of 
her mental condition was listed as “Manic 
Depressive Psychosis, manic type” and in 
April, 1950 it was listed as ‘Schizophrenia, 
paranoid type.” 

She was described as being manneristic, noisy, 
impulsive, resistive and negativistic at times; 
she wandered aimlessly about her house and 


‘ allegedly did not sleep for a period of four days 


and nights; she reacted to both visual and 
auditory hallucinations, talking to God and 
receiving messages from Him; threatening suicide 
and speaking incoherently and irrelevantly ; being 
completely disoriented, withdrawn and preoccu- 
pied; expressing ideas of reference with somatic, 
nihilistic and persecutory delusional ideation; 
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exhibiting emotional instability and inappro- 
priate affect; and lacking insight and judgment 
concerning her condition. 

She had received two courses of electro-con- 
vulsive therapy and an incomplete course of 
insulin coma therapy. After six coma doses of 
insulin, this therapy was discontinued because of 
a “severe reaction” characterized by irritative 
central nervous system phenomena, opisthot- 
onos, alternating tonic and clonic motor spasms, 
and failure to regain consciousness for a period 
of approximately twelve hours. Approximately 
one month after this incident her mental condi- 
tion was said to have resolved into a typical 
hebephrenia. 

Between April 22 and May 25 she received 
eight additional electro-shock treatments at a 
psychiatric institution. No beneficial effects were 
observed. She was described at that time as 
being “still deeply psychotic’ and “having a 
very poor prognosis because of the long duration 
of her illness.”’ Inasmuch as she was thought to 
be a candidate for ‘“‘custodial care” arrangements 
were made for her to be admitted to a state 
hospital. Upon arrival, she presented a combina- 
tion of schizophrenic and affective features. She 
was found to have an I.Q. of 65 and an M.Q. of 
64. Tendencies toward confabulation and wild 
guessing, with indications of weak reality testing 
were observed. Tests for organicity were reported 
as being inconclusive. Her mood was elated and 
euphoric and her verbalizations were rambling, 
poorly-connected, incoherent and irrelevant. On 
May 31 her mental diagnosis was listed as 
“Schizophrenic reaction, schizo-affective type.” 

She received her first autohemotherapy treat- 
ment on June 5. Her second treatment was ad- 
ministered on June 12. Weekly treatment sessions 
employing ten cubic centimeter doses of auto- 
blood injections were continued thereafter for a 
total of sixteen weeks, at the conclusion of which 


her degree of improvement was so marked that 
she was described as displaying a complete 
social remission. She was released from the hos- 
pital on an indefinite trial visit to the custody 
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of her husband and she is still successfully ful- 
filling her role in life as a housewife and mother. 

The chief reason for presenting this case in 
some detail is as follows: Within one hour or 
less after each intramuscular re-injection of her 
own blood, she exhibited a generalized cutaneous 
eruption of innumerable small pustular lesions. 
These pustular manifestations were widely dis- 
seminated, several hundred of them appearing 
on her face, neck, chest, upper extremities, back, 
abdomen, and lower extremities. Most of them 
ruptured spontaneously within twenty-four to 
thirty-six hours; a few required minor incision 
and drainage. 

In addition to a complete eradication of both 
subjective and objective psychotic symptomatol- 
ogy, she also gained twenty pounds during her 
course of autohemotherapy. Two recent com- 
munications from this patient, dated September 
20th and October 13th respectively, contain the 
following excerpts: 

“Dear Doctor: I am all right and my husband 
is happy that I am home. I am feeling well and 
am happy to be home with the children .. . .” 

“Dear Doctor: I am all right and am feeling 
fine and am eating everything. I am sleeping 
fine, too. I am having a good time here at home. 
The children are in school and they are happy 
that I am home with them. My husband is so 
happy too.” 

The state hospital Clinical Psychologist very 
kindly consented to perform certain psycholog- 
ical studies and examinations upon some of the 
twenty-five patients who received autohemo- 
therapy during the six months treatment period. 
The following is one of his reports on a sixty- 
three year old white female patient whose psy- 
chosis was of at least fifteen years duration and 
who had previously received several courses of 
electro-convulsive therapy without demonstrable 
improvement. The diagnosis of her mental 
condition was listed as ‘“Involutional psychotic 
reaction.” 

“This patient was examined on September 
13th and again on October 20th (after having 
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received three autohemotherapy treatments). 
Alternate and equivalent forms of both tests 
were used. 

On September 13th the Wechsler Memory 
Scale form I gave an M.Q. of 104 (Average). 
The Wechsler-Bellevue Intelligence Scale form 
II (employing only the Information, Similarities, 
Vocabulary, and Block Design sub-tests) gave 
an I.Q. of 105 (Average). 

On October 20th the Wechsler Memory Scale 
form II gave an M.Q. of 105 (Average) but the 
Wechsler-Bellevue form I gave an I.Q. of 127 
(Superior), employing the same sub-tests as be- 
fore. 

It is interesting to note that the Information 
and Vocabulary scores raised but one point and 
the Block Design but two points on the retest, 
but the Similarities score raised ten points, or 
from a defective to a Superior level of perform- 
ance. The Similarities test is one which measures 
abstract ability or the ability to form concepts 
and is regarded by psychologists generally as 
containing a large amount of the “g” factor in 
intelligence. The dramatic change in this test 
score following brief therapy may indicate a sud- 
den deflation of some inhibitory factor affecting 
this type of mental process, one of the first to be 
influenced by a “functional” psychotic state. 

Apart from the test findings a significant 
change in the patient’s attitude is observed. 
While ideas of reference are still prevalent and 
some vestiges of delusional thinking are still 
present, the patient has developed sufficient in- 
sight to see the unreality in the hallucinations of 
other patients and to apply this to herself. She 
is able to see that her hallucinations come from 
within herself and can talk about them on such a 
basis, something she could not do a month be- 
fore. 

The above changes would not usually be ex- 
pected and offer encouragement to research with 
autohemotherapy.” 

The increase of twenty-two points in the 
Intelligence Quotient, the change from a defec- 
tive level to a superior level in abstract thinking 


ability or the ability to form concepts, the ob- 
vious improvement in the patient’s attitude, and 
her acquisition of insight into her condition . . . 
all of which became evident following this pa- 
tient’s third autohemotherapy session, and which 
are said to indicate a “‘sudden deflation of some 
inhibitory factor,” appear to provide a degree 
of corroboration for Terhune’s statement to the 
effect that: “Although psychiatry now empha- 
sizes the psychological interpretations of mental 
disease, we doctors know that these psycholog- 
ical phenomena occur only as a result of physical 
processes and basic biochemical reactions in the 
nervous system.”’ 

Many theories have been offered in explana- 
tion of the modus operandi of autohemotherapy. 

Koenigsfeld is of the opinion that the effect 
of autohemotherapy is due to specific passive 
immunization. 

Lumiere is a proponent of the colloid theory, 
stating that the colloids of the erythrocytes and 
the serum colloids cannot mix in the blood under 
normal conditions because the globular proto- 
plasm is retained within the cells by a semi- 
permeable membrane. When the blood, taken 
from the blood vessel, is reinjected into the body, 
lysis of the corpuscles apparently occurs, making 
colloidal reactions possible. 

D’Amore found that reinjection of the pa- 
tient’s own blood caused a strong reaction of 
the reticulo-endothelial system resulting in the 
production and mobilization of large numbers of 
histiocytes and leukocytes into the circulation. 

Cramer believes that autohemotherapy brings 
about an increase in the globulin which carries 
the immuno-biologic properties of the blood. 

Vivanco states that autohemotherapy is a 
specific form of therapy because of its ability to 
stimulate the production of antibodies and en- 
zymes. 

Smirnoff explains the action of autohemo- 
therapy by a biochemical theory of nonspecific 


immunity operating by way of the autonomic 
nervous system and the endocrine glands. 
Freilich offers the hypothesis that autohemo- 
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therapy is a type of mild foreign protein therapy. 
He states that the blood, after its removal from 
the body, in the interval which elapses before 
reinjection, undergoes some undefined change 
and becomes a heterogenous foreign protein. 
The beneficial effects of autohemotherapy are, 
therefore, similar to those of other foreign pro- 
tein therapies with the production of specific anti- 
bodies or similar immune bodies. He emphasizes 
the fact that the substances which give the blood 
the characteristics typical of the heterogenous 
protein, are not present in the circulating blood 
but are formed during the “exteriorization”’ of 
the blood. 

Sorrentino reported a constant lowering of 
the sedimentation rate as the injections of the 
patient’s own blood were continued, accompanied 
by a normalization of the protein content of the 
blood. In addition, there was an effect upon the 
colloidal lability of the plasma by a redistribution 
of its protein contents. 

Brown, Smith and Phillips reported results 
obtained in the auto-serum treatment of chorea. 
These investigators are of the opinion that 
chorea is a bacterial disease but that the anti- 
bodies circulating in the blood plasma are pre- 
vented from entering the cerebrospinal fluid by 
the blood-brain barrier. They maintain that 
reinjection of the patient’s own serum sets up a 
chemiotaxic action which renders the hemato- 
encephalic barrier permeable to the passage of 
antibodies. In a series of twenty-three cases, 
the average number of serum reinjections was 
three, and seventy-seven per cent were reported 
as “cured” and nineteen per cent were ‘‘im- 
proved.” 

Winifred Ashby has pointed out that life 
processes are carried on through the agency of 
circulating enzymes and other constituents of 
the body fluids and that even the processes of 
thinking must depend upon them to a certain 
extent; also that it is quite probable that devia- 
tions from a normal enzyme distribution exist in 
mental dysfunction. In her studies on the quanti- 
tative distribution of carbonic anhydrase she 


expressed the hope and expectation that a means 
of increasing enzyme activity in the brain would 
be found. She also postulated that curing func- 
tional mental sickness was largely dependent 
upon the discovery of a method for actively 
stimulating the production of nucleotides so that 
protein and enzyme content would remain within 
safe limits, even with great activity of the cell. 

At a recent meeting of the National Academy 
of Sciences in Washington, D. C., investigators 
associated with the Rockefeller Institute for 
Medical Research are said to have seen great 
promise in the proposed use of the hormone- 
chemical, serotonin, in the treatment of mental 
disorders. This was reported as being based on 
the finding that anti-serotonins, chemical an- 
tagonists to serotonin, caused mental aberrations 
which closely resembled serious mental diseases 
such as schizophrenia. It was postulated, there- 
fore, that the cause of a psychiatric illness of this 
nature might be a lack of serotonin in the brain 
or a block in the brain’s ability to use it; also 
that the administration of serotonin might 
remedy the mental sickness by attacking the 
cause, and eliminating it. 

The much publicized ‘gamma globulin” is a 
variety of immune human serum globulin, one 
of the protein fractions of human blood plasma. 
Its chief therapeutic effect is due to the fact 
that many of the antibodies present in human 
blood are concentrated in the gamma globulin. 
Proteins are of the highest importance in the 
maintenance of life and health. Even the 
name “protein” provides corroboration for this 
statement, inasmuch as it is derived from the 
Greek word meaning “to take first place.” 

Landon and Greenfield have reported that 
gamma globulin therapy is more effective than 
either penicillin or antitoxin in certain cases; 
and the release of both normal and immune 
globulins from the lymphocytes to the blood has 
been shown to be under pituitary-adrenal-cor- 
tical control. Heidelberger states that there is 
no longer any doubt whatsoever that anti- 
bodies are actually modified serum globulins. 
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Eaton and Bower made the observation that 
the serum albumin level was often sub-normal 
in patients suffering from severe attacks of acute 
anterior poliomyelitis. They studied the altera- 
tions in serum proteins during the disease and 
the effect of plasma infusion on both serum pro- 
teins and the neurological residuals of paralysis. 
Their report indicated that the beneficial effect 
of plasma in polio was due to the albumin frac- 
tion and its ability to bring about a decrease in 
spinal cord edema. 

The use of autohemotherapy in the treatment 
of acute posterior poliomyelitis, herpes zoster 
and other neuro-tropic virus diseases was re- 
ported by Saxon in 1949. At that time, he had 
been using autohemotherapy for ten years with 
marked success. Several of his articles on this 
method of treatment have been published in 
the Illinois Medical Journal. He reports that 
his technique, in brief, consists of withdrawing 
from three to twenty-five cubic centimeters of 
blood from one of the arm veins and reinjecting 
it either intramuscularly or intravenously into 
the patient. If the blood is to be reinjected in- 
travenously, he adds enough sodium citrate 
solution to prevent coagulation. A modification 
of this technique consists of permitting the 
blood to stand at room temperature for several 
hours and then reinjecting only the serum into 
the patient from whom the blood was withdrawn. 
(Autoserotherapy). Another variation consists 
of withdrawing the blood, adding sodium citrate 
solution, immediately subjecting the citrated 
blood to the action of strong ultra-violet light 
for a period of from ten to twenty seconds, and 
then reinjecting it into the patient from whom 
it was originally removed. Saxon quotes one of 
the pioneers of the autohemotherapy method, 
Vorschutz, as stating that, after removal of 
blood from a vein, certain substances appear in 
it which are capable of stimulating the sympa- 
thetic nervous system; also that autohemother- 


apy increases the bactericidal power of the blood. 
Following the publication in December, 1950 
of an article by the essayist entitled ““Autohemo- 


therapy in Chronic Mental Disorders: A Pre- 
liminary Report,’’ Doctor Saxon accorded him 
the singular honor of suggesting that he collab- 
orate with him in the compilation of a textbook 
on “Clinical Autohemotherapy.”’ At the present 
time, it appears to be quite probable that a joint 
“literary” effort of this nature may be under- 
taken within the near future. 

It has been said that most practicing physi- 
cians are naturally therapists who engage in 
therapeutic approaches, some of which are not 
strictly in keeping with scientific thinking and 
procedure; also, that the right person will often 
obtain good results with the wrong method, 
while the wrong person will fail consistently 
even though he employs the right method. In 
the large majority of cases, the physician-patient 
relationship, characterized as it is by many 
variable and immeasureable quantities, is at the 
core of the whole situation. It is still true that 
people, not things or theories, cure patients. 

Despite the fact that many glib and appar- 
ently plausible theories which purport to explain 
the causation of the several psychiatric diseases 
have been offered, it would be a grievous error 
to lose sight of the fact that we do not actually 
know the etiology of most mental disorders. 
Psychiatric treatment, therefore, continues to 
be much more of an art than a science; and in 
the practice of therapy one is not only “putting 
questions” to nature but one is also eliciting 
and stimulating the aid of constructive and 
compensating natural biologic forces. In psy- 
chiatry, the psychological approach to treat- 
ment and the organic approach are not incom- 
patible. In some personalities, neurogenic or 
somatogenic factors are dominant; in others, 
psychogenic factors are most important. The 
various components of both the psyche and the 
soma inter-relate to and influence each other 
constantly, with varying degrees of intensity. 
A multi-dimensional approach to psychiatric 
therapy is still the one of choice. The value of a 
simultaneous application of both psychotherapy 
and somato-therapy has been stressed by Draper, 
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and autohemotherapy appears to combine these 
approaches in a practical, safe, simple, econom- 
ical and readily available method of treatment 
which can easily be administered in the patient’s 
home, in the physicians office, or in a hospital 
environment. 

Both before and during the patient’s course 
of autohemotherapy, Jouan advises that, in 
every case, the urine should be repeatedly ex- 
amined for the presence of albumin; if albumi- 
auria is present, he suggests that treatment 
hould be terminated immediately, interpreting 
this finding as evidence of toxicity with possible 
renal involvement. Also, an occasional patient 
may exhibit abnormal sensitivity to his or her 
own blood serum; this type of reaction can usu- 
ally be brought under adequate control by re- 
ducing the dosage of auto-blood injections to 
two or three cubic centimeters; after the indi- 
cated dose has been determined, the therapeutic 
response is usually more rapid and dramatic in 
these anaphylactic cases than in others. 

No intelligent therapist who has the best in- 
terests of his patients at heart can afford to ig- 
nore the importance of somatic factors in mental 
illness. Much factual evidence can be cited in 
support of the contention that most psychiatric 
disorders develop from and by means of dis- 
turbed somatic physiology. Terhune states that 
in 1942 the officially accepted classification of 
mental diseases listed three-fifths of all mental 
disorders as organic. He continues as follows: 
“Since that time intensive and extensive re- 
search has added to the number of diseases 
classified as organic, with the probability that 
the affective disorders and schizophrenia may 
be so considered. It is believed by some investi- 
gators that anxiety has its genesis in the auto- 
nomic nervous system, and likewise we may 
eventually discover the physiological etiology 
for other neuroses.” 

The efficacy of autohemotherapy in psychi- 
atric therapy may be partially explained on the 
basis of stimulation of cortico-trophin and corti- 
coid hormone production, but it can scarcely be 


lightly brushed aside as being just another one 
of many “non-specific” therapies. No therapy 
can possibly be more specific than the resistance 
of the individual patient to his own disease 
processes, and no illness can be dissociated from 
the patient himself; for these reasons every con- 
scientious therapist must be concerned with the 
factors of individual resistance and inherent 
recoverability in his patients. 

Autohemotherapy and the so-called non- 
specific therapies (fever therapy, protein shock 
therapy, insulin coma therapy, electro-convul- 
sive therapy, metrazol therapy, etc.) apparently 
stimulate and activate the defense mechanisms 
of the total organism and force the body to 
utilize its disease-resistant and recuperative 
powers proportionately and in a coordinated 
manner. 

Autohemotherapy also appears to possess the 
added advantage of being a safe and effective 
means of bringing into play the helpful portions 
of the body’s defenses without exposing the 
patient to the possibility of unnecessary inci- 
dental damage. It serves to initiate and assist 
the complex chemical reactions by which the 
body assimilates its required amount of oxygen 
and other nutriments. It helps to induce enzyme 
production—the production of the “chemical 
messengers” of the body. 

Autohemotherapy helps the sick person to 
heal himself. Despite the fact that this method of 
treatment has been used more or less formally 
in the psychiatric field for a period of somewhat 
less than five years, it has already been hailed 
as an important addition to our therapeutic 
armamentarium. 

In any type of treatment, the relationship 
which exists between the patient and the thera- 
pist may be of positive therapeutic value; and 
in autohemotherapy, as in all other treatment 
procedures, success depends to no small degree 
upon the therapeutic initiative, energy and 
effort of the physician. Many apparently re- 
gressed patients retain a capacity to develop a 
workable relationship with their attending 
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physician, and react to a display of sincere 
interest in their problems by attempting to 
work out some form of adaptive behavior. 
Even patients who display unmistakable signs 
of mental deterioration frequently show an 
awareness of the physician’s faith in their per- 
sonality assets. When the therapist recognizes 
the patient’s emotional needs and _ responds 
appropriately, one of the most important re- 
quirements of the psychotherapeutic relation- 
ship is fulfilled. 

Opinions have been expressed to the effect 
that the use of autohemotherapy in the treat- 
ment of mental disorders may prove to be a 
valuable adjunct to the “total push” concept 
and a worthwhile means of plugging up some of 
the loopholes in our psychiatric therapeutic arma- 
mentarium. It may also help to provide momen- 
tum to the current tendency toward a shift 
from the empirical practice of therapeutic pro- 
cedures to a more exact, efficient and rational 
approach to the treatment of mental diseases. 

Professor William Malamud of the Boston 
University School of Medicine has recently 
observed that the current unprecedented up- 
surge of interest in research is one of the most 
impressive indications of recent progress in 
psychiatry in general, and in mental hospital 
practice in particular. At the same time he 
stated, with the degree of accuracy for which he 
is well known, that ‘‘the more we learn, the 
greater becomes the need for further study. 
Each question which investigation answers 
raises a host of new ones; each newly discovered 
method opens new avenues for inquiry; each 
therapeutic measure introduced brings questions 
concerning its real efficacy, and the need for 
testing its indications and contra-indications.” 

Eastern Shore State Hospital 
Cambridge, Maryland 
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CANCER OF SKIN 


EUGENE F. TRAUB, M.D. 


Cutaneous cancer, in contradistinction from 
malignancies of most other parts should be 
recognized readily, hence should be treated 
almost at its inception, thus giving a cure rate 
that should closely approximate 100%. An 
examining physician has every opportunity 
(of which he should avail himself) to inspect 
all existing skin lesions. The fact that the annual 
death rate in the United States from skin 
cancer (2173) and melanoma (1280) is about 
3,450, simply means that despite all the cancer 
alerts there are still patients who neglect to 
see their physician early; or there are doctors 
who minimize the danger of small cutaneous, 
non painful growths, not wishing possibly, to 
frighten their patients; or as a third and all too 


frequent possibility, the patient may have 
appeared before the doctor early, the physician 
may have recognized the growth at once but 
full and adequate treatment may not have been 
carried out. 

Many cancer agencies are bending every 
effort to reach the layman and make him 
aware of the various danger signs. The family 
physician has a unique responsibility in this 
type of campaign. For one thing, many patients 
feel a bit foolish to bother their doctor about a 
small growth that might turn out to be in- 
consequential. The family doctor should never 
make light of such a situation. If he is in any 
doubt as to the nature of the tumor, he should 
not hesitate to ask for a consultation, even 
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though he too might feel that the lesion ap- 
peared benign. Every lesion not recognized as 
definitely benign should be looked upon with 
suspicion until an exact microscopic diagnosis 
can be established. Recently a young woman 
developed just such a growth near her left outer 
canthus, her family physician made light of 
this and told her to forget about it, which she 
did for three years. This permitted an invasive 
basal cell epithelioma to reach a size that 
endangered her eye. 

A discussion of cutaneous malignancies may 
be subdivided into three major headings: 

1. Basal cell epitheliomata 

2. Squamous cell epitheliomata 

3. Nevocarcinoma or malignant melanoma 

Fortunately the various types of cutaneous 
sarcoma are comparatively rare and will there- 
fore not be included. 

Basal cell epitheliomata are by far the most 
frequently encountered lesions. They comprise 
approximately 95% of the cancers seen on the 
face. The so called “rodent” ulcer typifies this 
group, but the pigmented, cystic, morphea like, 
soft nodular, superficial cicatrizing or multi- 
centric, multiple and invasive types are all 
encountered. It is important to remember this, 
because as some of the names indicate they 
may resemble other dermatoses and at times are 
mistaken for them. For example, localized 
scleroderma or morphea frequently is imitated 
by the morphea-like basal cell epithelioma found 
classically on the cheeks or temple areas. 

A characteristic feature of the basal cell 
epithelioma is that it is slow growing. Months 
or years are frequently required for them to 
attain a size that often is achieved by the more 
dangerous squamous cell lesion in a few weeks. 
Only the invasive type at times may develop 
comparatively rapidly. Occasionally we have 
transitional cell or baso-squamous cell tumors. 
In such cases a slow growing basal cell epi- 
thelioma has suddenly developed a squamous 
cell growth at some point. This cannot always 
be recognized clinically but one should always 


be suspicious if a portion of a slow growing 
tumor suddenly takes on rapid growth. The 
management of such a tumor then becomes that 
of any squamous cell lesion. 

All physicians should be familar with the 
classic appearance of the rolled “pearly’ 
bordered basal cell epithelioma in which central 
ulceration takes place sooner or later. What is 
less well known is that these lesions as well as all 
other types of basal cell epitheliomas may “‘ice- 
berg” or have finger like processes that extend 
under the skin in various directions that are not 
readily seen on clinical inspection. This is of the 
greatest importance in the treatment and 
prognosis. When “‘iceberging”’ is not appreciated, 
recurrences are the rule. How this mistake 
can be avoided will be fully discussed with the 
treatment summary. 

The pigmented basal cell tumor may be 
simply a varient of the rodent ulcer type with a 
great deal of pigment present or it may be a soft 
nodular lesion with pigment resembling a 
melanoma. Careful clinical interpretation will 
usually prevent errors but doubt can always be 
resolved by biopsy. A diagnostic biopsy followed 
by prompt and adequate treatment is entirely 
without danger. Nevertheless, since most of 
these lesions if seen relatively early are of small 
size, I recommend that an excision biopsy be 
obtained which at the same time completely 
destroys the lesion. This accomplishes a cure in 
one procedure. If microscopic examination 
reveals the rare instance of an unusually malig- 
nant growth further radical dissection, or 
possibly node resection may then be considered. 

The cystic basal cell epithelioma usually 
resembles the rodent ulcer type sufficiently so 
that recognition is relatively easy. It must be 
remembered that this type is apt to grow in 
depth and so must be looked upon rather as a 
type of invasive lesion. The morphea like 
tumor may so closely resemble a patch of morphea 
that only the microscope can differentiate them. 
They usually are not particularly radio-sensitive 
and generally require extensive surgery to cure. 





Eugene F. Traub 33 


The soft nodular type is a red, flesh colored 
lesion and could be mistaken for sarcoma. 
Here again a biopsy is important. The super- 
ficial cicatrizing or multicentric basal cell 
epithelioma found chiefly on the trunk or 
extremities tend to heal centrally while spread- 
ing peripherally. They have a typical fine 
thread-like rolled pearly border that is diag- 
nostic. Nevertheless, they have not infrequently 
been mistaken for tinea or especially for psoriasis. 
This latter mistake occurs chiefly in psoriatics 
where one chronic lesion is mistaken for the 
other. It is possible that arsenic is a factor in the 
causation of these cases since many psoriatics 
receive arsenic over long periods of time. Most 
of these lesions are multiple—seldom being seen 
singly. 

Probably it is just because most basal cell 
epitheliomata are so slow growing, giving rise 
to no subjective symptoms, and because in 
most instances they lend themselves readily to a 
cure by some modality such as radiation or some 
type of surgery that they are often so badly 
treated. It is not unusual to encounter patients 
who have received 10-15 even as many as 40 to 
50 previous treatments over periods of many 
years. I believe that therapy for these growths 
should be planned so that the first treatment 
will be the only one needed for a cure. When this 
is not done each subsequent treatment that is 
required becomes more difficult and is more 
likely to result in failure. Admittedly no one 
is infallible but the cure rate on the first treat- 
ment should average between 95 and 100%. 
When a physician fails to obtain a cure thus 
promptly consultation with a dermatological or 
surgical expert should be sought. 

In planning treatment for basal cell epi- 
theliomata, two points are vital. The first and 
most important requirement of course is to 
achieve a cure. The second is to accomplish 
this with a minimum of destruction or in other 
words, with a good cosmetic result. The age of 
the patient, the location, depth and extent of the 


lesion, the involvement of nerves, cartilage, 
bone, the eyelids, must all be carefully weighed 
before selection of the type of treatment best 
suited for the particular case in hand can be 
evaluated. Where feasible, and when a cure will 
result with reasonable likelihood from one 
treatment or from one treatment series (divided 
doses) of either x-rays or radium, this is the 
method of choice for most basal cell lesions. 
For lesions involving bone or cartilage and the 
morphea-like type, as well as some scalp lesions, 
surgery may be more suitable. A combination of 
desiccation and curettement, followed by radia- 
tion is generally superior to all other methods 
because it avoids the extremes of destruction of 
both surgery and radiation. Furthermore, skilled 
curettement permits the operator to explore for 
“iceberging”’ and thus accurately delineate the 
extreme margins of the growth so that a com- 
paratively small dosage of radiation will accom- 
plish more than a larger dose administered to a, 
poorly delineated field. It is for these reasons 
that this combination method of treatment has 
achieved practically 97 to 100% cure rate in 
patients followed over periods of years. 

The squamous cell epithelioma is found 
frequently on the dorsa of the hands. In con- 
tradistinction from the face 95% of the malig- 
nancies on the hands are squamous cell. Squamous 
cell epitheliomata complicate the scars of old 
burns, radiodermatitis and many other derma- 
toses such as xeroderma pigmentosa, lupus 
vulgaris, lupus erythematosus, leukoplakia, 
kraurosis vulvae, the senile keratoses and 
cutaneous horn. It may be of interest to com- 
ment at this time that dermatologists have 
taught for over 50 years that smoking was an 
important factor in the causation of cancer of 
the mouth and lip. An old formula in leukoplakia 
cases was that syphilis plus tobacco equals 
cancer. A type less well recognized is the 
squamous cell epithelioma of the glabrous skin. 
This lesion is seen most frequently on the 
extremities and face and is characteristic in 
appearance and extremely rapid in its develop- 
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ment, though fortunately somewhat slow to 
metastasize. 

This type does not arise from any preexisting 
lesion but begins as a small nodule, which in 
three weeks reaches approximately 0.5 in 
diameter and in 6 weeks 1-2 cm. in size. The 
appearance is somewhat that of a seborrheic 
cyst that is breaking down and umbilicating 
centrally while arising from an acute inflam- 
matory and invasive base. The color apart from 
the inflammation is a waxy yellow. When these 
lesions are not widely destroyed they recur 
rapidly and extensively. Metastasis however 
does not usually occur under four months. 

The squamous cell epithelioma of the lip 
occurring especially in men smokers may 
metastasize early (within 3-6 weeks) but 
fortunately in most cases a longer time is 
required. Node dissection rather than radiation 
is usually desirable when this occurs but the 
primary lip lesion can be destroyed equally well 
with radiation and generally with a far better 
cosmetic result. Therefore a rapidly growing, 
non pigmented skin tumor should be suspected 
as being a squamous cell epithelioma until it 
can be proven otherwise. Nevocarcinoma, 
malignant melanoma or the “black death” as 
it has been called because of the poor prognosis 
in advanced cases and the rapidity with which 
it kills is the special cancer field in which an 
early diagnosis is most important. Because the 
skin can so easily be inspected there is no excuse 
for not discovering signs of danger early. 
Melanomas are definitely known to arise from a 
pigmentary growth presently called a “‘junction”’ 


nevus because it arises from the cells originating 
at the epidermal-dermal junction. It is a specific 
lesion that may be present from earliest infancy 
or appear suddenly at any time during life. 
The cure of the malignant melanoma is the 
removal of the junction nevus that shows signs 
of the least unusual activity. Prophylactically ic 
would be utterly impossible to remove all 
junction nevi because many individuals have 
literally hundreds of such lesions. Few junction 
nevi become melanomas therefore only those 
that are on the hands or feet or at the sites of 
extreme pressure or irritation should be pro- 
phylactically removed. While still inactive, a 
simple excision without wide margins is all that 
is required and since most of these lesions are of 
relatively small size (1-2 cm.) the entire lesion 
should always be removed for microscopic 
examination. In this way a true picture is best 
obtained since certain of the nevi are of mixed 
types, one portion representing a benign type : 
while another area might well be a potentially or } 
already malignant area. While no hard and fast 
rule can be formulated for the clinical recogni- 
tion of the potentially malignant type pig- 
mented nevus, it may be said that they are 
usually smooth, brown or brownish black, or 
blue black in color, non warty (hard warty) and 
non hairy. The “blue” nevus which is always 
slate blue or bluish black must not be confused 
with the junction nevus. The “blue’’ nevus 
usually remains benign but has been known to 
terminate (rarely) as a melanosarcoma. 
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G. Brooks West, Jr. 
LIGHTNING AS A CAUSE OF HEARING LOSS 


G. BROOKS WEST, JR., M.D. 


A review of the published English literature to date 
on lightning trauma reveals a number of case reports, 
but few of these deal with hearing losses uncomplicated 
yy other trauma. A comprehensive study as to the 
ature of lightning has been published by Harrison,! and 
ior information on this subject the reader is referred to 
this work. 


Many unique and bizarre injuries have oc- 
-urred in individuals struck by lightning. 
\legner? reported compound fractures of the 
icet from lightning, while multiple skull fractures 
ave been reported by Knaggs,’ Crawford‘ and 
others. Lea® reported injury to the muscles of 
ihe eye, but by far the most common lesions of 
lightning discharge are burns of varying severity. 
Silverman® reported a case of unilateral deafness 
caused by lightning with bleeding from the ear 
for three days after the accident. On inspection of 
the drum after the bleeding ceased, no evidence 
of trauma to the canal or drum was seen; how- 
ever, the drum was reddened. Crawford and 
Hoopes! reported a case of skull fracture with 
burns and injury to the ears. The right ear con- 
tinued to drain spinal fluid for seven days. 
Thirty-four days after the injury they reported 
the hearing in the left ear as fair, and in the 
right ear as poor (almost complete nerve deaf- 
ness), with marked scarring of the right drum 
in the posterior quadrant. Other case reports, 
such as that of Cook and Boulting,’ are not too 
informative. They report a patient injured by 
lightning on June 14, and on July 8 the patient 
complained of ringing in the ears and free dis- 
charge of pus from both. It was felt that an 
otitis media may have been set up by rupture of 
the drum from the thunderclap or by prolonged 
exposure while in a state of collapse following the 
injury. One of the most detailed reports of ear 
injury from lightning is that of Thomas.* He 
describes a patient with superficial burns of the 
skin and slight hemorrhage from both ears. 


There was no perforation in either eardrum. 
“The umbo and its immediate surroundings were 
intensely congested and ecchymotic when first 
examined six days after the accident. It is very 
likely that there were minute holes in the 
tympanic membranes like the ones that are made 
by the spark of an induction coil upon a thin 
sheet of paper when held between the’ sparking 
points.” Since the umbo is the most prominent 
area of the drum, he surmised that it suffered 
the majority of the injury and hence demon- 
strated the major pathology. 

The case of otorrhea most probably represents 
the results of concussion with subsequent in- 
fection; however, the nerve deafness reported 
may be attributed to actual nerve damage. 
Critchley? has reported the neuropathological 
findings in lightning trauma as a ballooning of 
the myelin sheath of peripheral nerves and 
changes in the nerve fibers themselves, frag- 
mentation and tortuosity of the axones, break- 
ing down of the Schwann sheath and fusion of 
their nuclei, chromatolysis of the nerve cells of 
the cord and brain, and others. 

The following case, previously reported by 
this author,'°® is believed to represent a unique 
injury in that no trauma other than unilateral 
acoustic difficulty was manifested and there was 
almost no visible injury to the ear involved. 


CASE REPORT 


C. S., Jr., a 30-year-old white male, first 
consulted me on July 23, 1948, having been 
exposed to a bolt of lightning some four hours 
previously. At the time of the accident, a 14- 
year-old boy standing just to the right of him 
was killed almost instantly. Upon recovering 
from the shock of the accident, the patient noted 
an immediate profound loss of hearing along 
with a roaring noise in the right ear. As far as 
he could determine, his hearing was undisturbed 
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in the left ear. He recalled that there was a 
“sharp crack” as the lightning struck, ‘but 
remembered no thunder. 

Prior to this time he had had no difficulty 
with his ears, and his nose and throat history 
was noncontributory. An adenotonsillectomy 
had been performed 25 years previously. There 
was no 1amily history of deafness. Examination 
of the ears, nose and throat revealed the right 
ear canal to contain a moderate amount of 
cerumen and when removed the drumhead was 
seen to be markedly injected, with an absence 
of the light cone, although the position of the 
drum appeared normal, and it was intact. The 
left ear canal was clean and the drumhead was 
in normal position with a light cone and there 
was a minimal amount of injection about the 
handle of the malleus. The remainder of the 
otolaryngological examination revealed no pa- 
thology. 

The audiogram showed a nerve type hearing 
loss in the right ear with air conduction in the 
conversational tones showing 40 db, 50 db and 
70 db loss, respectively. There was no hearing 
beyond the 4096 half tone frequency. The bone 
conduction showed a similar loss in the right 
ear. A sweep test of the left ear revealed all 
frequencies heard at a 15 db level. The Rinne 
test (256 fork) was bilaterally positive and the 
Weber test was not lateralized. 

It was felt that the patient had suffered an 
electrical and concussion trauma to the ear 
mechanism, with some edema and irritation of 
the right drumhead. Accordingly, he was given 
Auralgan for the right ear twice daily and 
advised to return for re-examination. 

The patient was next seen on July 27, 1948, 
at which time the drumhead showed minimal 
injection, and he stated that his hearing in the 
right ear was somewhat improved. The roaring 
had ceased the previous day. A second audio- 
gram showed a 25 db, 15 db and 30 db loss, 
respectively in the conversational tones for air 
conduction and the bone conduction showed a 


similar return toward normal. Hearing in the 
high tones was recovering but was still below 
the 30 db level. He was advised to discontinue 
all medication. When next seen on August 21, 
1948, he felt that there had been little improve- 
ment in hearing. Examination of the right drum 
revealed some retraction of the drumhead with 
dullness. Inflation of the ear revealed the 
Eustachian tube to be fully patent. The audio- 
gram for air and bone conduction in the right 
ear was unchanged from the previous examina- 
tion. 

The patient returned March 11, 1949, for 
final examination. He stated that his hearing in 
both ears was normal and that his only difficulty 
was an occasional high pitched noise in the right 
ear. Both drums were in good position and of 
good color. The remainder of the otolaryngological 
examination was unchanged. His audiogram 
showed air conduction in the right ear to be 
within normal limits for frequencies through 
2048. Higher frequencies showed 15 to 20 db 
loss in the right ear. Bone conduction was 
within normal limits in the right ear. 

It is apparent from the final examination that 
the hearing disability was temporary and that 
recovery was almost complete in nine months. 
Since the original audiogram was essentially a 
nerve type loss, it would appear that either the 
cochlea or auditory nerve was affected. It was 
remotely possible that the hearing cortex may 
have been affected. The eardrum having re- 
turned to normal, and the frequencies through 
2048 showing definite improvement in one week, 
would suggest only slight damage to the con- 
duction mechanism. It was impossible to 
ascertain the pathology causing the moderate 
low tone and severe high tone loss after only a 
few weeks. The final audiogram indicates that 
the cochlea or auditory nerve (or possibly the 
hearing cortex) was involved in an edematous 
process, with or without hemorrhage. This 
pathology could be similar to the type seen in 
acoustic noise trauma, where the pathology 
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is most marked in the higher frequencies located 
medial to the round window. It is improbable 
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that any electrical injury occurred to the 
cochlea, the auditory nerve or the cerebral 
cortex, in view of the complete recovery. 


SUMMARY 


1. A number of bizarre lightning injuries, 
with special reference to trauma of the ears, are 
reviewed. 

2. A case of uncomplicated, unilateral hearing 
loss following lightning trauma is presented. 

3. An explanation is offered for the temporary 
hearing loss following lightning trauma without 
appreciable visible injury to the eardrum. 

9 Race Street 
Cambridge, Maryland 





FDA SETS UP PROCEDURE FOR REMOVING RX LEGEND 


Food and Drug Administration has set up a standardized procedure for removing 
prescription requirements from certain drugs and placing them in the over-the-counter 
category. Under the Durham-Humphrey law, drugs may not carry the legend (‘‘Caution: 
Federal law prohibits dispensing without prescription.”’) while at the same time carrying 
directions for use by the general public. Until now the procedure for effecting the change 
has not been formalized, although a number of prescription drugs have been made 
available to the public. Under the new procedure, the change may be initiated by the 
FDA commissioner on his own decision, or on the filing of a petition by an interested 
party. Next step is publication in the Federal Register, with a request for comments. 
The commissioner may call a public hearing before putting the change into effect. FDA 
emphasized that comments from the medical profession as to the safety of a drug for lay 
use will be welcomed in every case where the commissioner proposes to replace the legend 
with directions for use. 














ARTICLES OF INTEREST 








ANNUAL REGISTRATION 


E. H. KLOMAN, M.D.* 


For twenty years or more the members of the 
Maryland State Board of Medical Examiners have 
been considering the wisdom of having each physi- 
cian in the State register annually. We have always 
believed this a wise and helpful means of knowing 
the names and addresses of physicians licensed in 
Maryland who are practicing within the borders 
of the State. However, action has been postponed, 
because of our reluctance to create another regis- 
tration requirement with its annoying paper work. 

There are many valid reasons why annual regis- 
tration should be looked upon favorably. It would 
make possible the keeping of an up-to-date record 
of physicians practicing in the State, with their cur- 
rent addresses. Such data would be valuable for 
many reasons, including civil defense needs, plan- 
ning present and future medical needs in Maryland, 
and other statistical purposes. Annual registration 
also would be a great help to young physicians in 
making their decisions as to the feasibility of estab- 
lishing new practices in given localities. 

An up-to-date list of physicians authorized to 
practice in the State of Maryland would enable the 
Board to protect the people of the State from men 
not legally or otherwise qualified to practice medi- 
cine. It is well-known that there are physicians who 
have obtained licenses in Maryland, and then have 
left Maryland and have practiced irregularly out- 
side the State, without the knowledge of this Board. 
In some instances their licenses in other states have 
been revoked, whereupon such physicians return to 
Maryland and begin to practice here on the basis of 
a license issued here, perhaps, more than twenty 
years ago. Many physicians whose records are in the 
active files of the Board have died, others are con- 
fined in mental institutions. Some simply retire. In 
addition, there are many men licensed to practice in 
Maryland, who almost immediately leave the State 
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following their graduation from one of the two large 
teaching institutions here. The names of all these 
physicians should be removed from the active file 
of practicing physicians in Maryland, but because 
no State Department or other person has the re- 
sponsibility of notifying the Board of Medical 
Examiners of such conditions, the names of these 
men are not removed from the active files. 

As far as the Board of Medical Examiners is con- 
cerned, Annual Registration would be a matter of 
service to the physicians practicing in this State 
and to the patients whom they serve. Almost daily 
the Board receives requests from physicians and 
patients for current addresses of men practicing in 
Maryland, but in most cases the information cannot 
be given to them. 

The Board neither desires nor intends that addi- 
tional power be given it. Rather, Annual Registra- 
tion would impose extra duties on the members, who 
feel that such registration is a necessary and helpful 
addition to the State laws. Under this plan, the 
Board would not be authorized to refuse to register 
or re-register any physician who is eligible for li- 
cense. The advice of the Attorney General would be 
asked in all doubtful cases, and the physician con- 
cerned would have full right to counsel and to the 
courts. Annual registration would be automatic— 
not subject to review by the Board unless circum- 
stances exist making the applicant subject to revoca- 
tion proceedings. At no time would the Board have 
the right to refuse to register any physician on the 
basis of hearsay, or for any reason not strictly legal. 
Nor would the enactment of an annual registration 
law give the Board of Medical Examiners any 
greater power to revoke licenses than it now has 
under the present law. 

Annual registration would not benefit the Board 
financially, although it is most likely that it will be 
necessary to charge a fee of $2.00 to cover the usual 
administrative expenses. 
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If such a law is approved by a majority of the 
physicians in this State, every physician will be 
required to register annually. If a physician refuses 
to register, he will lose the right to practice until he 
has fulfilled the registration requirements. But let 
me say again the Board would not have the power to 
refuse to register any qualified physician. 

When this matter was brought before the House 
of Delegates of the Medical and Chirurgical Faculty 
in April, it was my idea to develop a plan whereby 
it would be made into law, with the advice of counsel 
(the Attorney General) and the members of the 
laculty. At that meeting it was proposed and passed 
that this work be undertaken by a committee ap- 
pointed by the President of the Faculty. At the same 
time the Board of Medical Examiners was consider- 
ing, and is still considering, certain necessary changes 
in the Medical Practice Act. It was felt that the 
question of Annual Registration might be included 
among other proposed revisions in this Act, to be 
submitted to the General Assembly at Annapolis 
during the session beginning in January. But I 
believe that by doing this, an injustice would be 
done to the physicians of Maryland who should be 
allowed more time to give this matter careful and 
serious thought. Therefore, when the matter came 
up at Hagerstown, I, personally, was well satisfied to 
see it delayed for further study, so that our fellow- 
practitioners would not feel that they were being 
rushed into anything. Now, I ask that each of you 
seriously consider the matter of Annual Registration. 

At the present time the District of Columbia and 
thirty-three states require such registration. Here 
in Maryland the dentists are already enrolled under 
such a plan. Even architects find annual registration 
necessary, in order to keep up the standards of their 
profession and to keep the list of their members up- 
to-date. Wherever registration is required, it is the 
practice to compile and mail to each physician regis- 
tered a directory of all those registered. This, too, 
would be done in Maryland. 


Following is a tentative draft of an Annual 
Registration Law: 


Every person holding a license to practice medicine 
or surgery in Maryland shall annually, before the 
—— day of , register his name, 
the school of medicine of which he is a graduate, year 
of graduation, his office address, telephone number, 
and state whether he is in active practice, on a form 
furnished by the Board of Medical Examiners; and 
he shall pay a fee of Dollars ($ ) 
for such registration. A certificate of registration shall 
be issued by the Board annually to each person regis- 
tering as herein required. Any person failing to register 
in accordance with the requirements of this section 
shall be guilty of a misdemeanor and, upon conviction, 
shall be fined not more than Twenty-Five Dollars 
($25.00). 

As an alternative for the last sentence, you may 
prefer the following: 

The Board shall have the power to revoke the license 
of any person failing to register as required by this 
section. 

Or the following: Any person failing to register in 
accordance with the requirements of this section shall 
pay to the Board, at the time of registering, the sum of 

Dollars ($ ) for each and every 
calendar month between the date when such annual 
registration should have been made and the time that 
it is actually filed. 


I wish to take this opportunity to thank the 
members of the Medical and Chirurgical Faculty for 
the trust that they have put in me electing me for 
seven 4-year terms. I think that I have been on the 
Board of Medical Examiners long enough. I am sure 
that some younger man could do the work much 
better, and I would like to ask them not to elect me 
for another term. 

44 West Biddle Street 
Baltimore 1, Maryland 
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BALTIMORE CITY MEDICAL SOCIETY 


' CONRAD ACTON, M.D. 


Journal Representative 


The Semiannual Meeting of the State Faculty in 
September is a long time removed from this January 
issue of the JouRNAL. Two major projects were 
raised at that time and tabled: Annual Registration 
of Physicians and the Basis For Payment Under The 
State Medical Care Program. Many of the City 
delegates felt that there had been insufficient airing 
of these proposals. A preliminary conclave was held 
for City delegates where the wishes of the Executive 
Board were imparted. The three-day notice, how- 
ever, was short and many delegates were not there. 
Perhaps the City delegates should get together, 
organize themselves, discuss issues, and prepare 
intelligently to expedite the business at State meet- 
ings. 

The October Meeting of the Baltimore City So- 
ciety saw the election of 49 new members. President 
Gundry called attention to the Program of Post- 
graduate Courses sponsored jointly by the Society 
and the Maryland Academy of General Practice. 

The Society’s Group Insurance Plan was reported 
to be developing. Three specific points were made 
clear: a) Policy CANNOT be converted to any other 
type of insurance unless the individual withdraws 
from the Society or retires from active practice. 
b) Policy terminates ON entry to military duty and 
is renewable ON return to practice. c) Yearly rate 
is fixed relatively, can be changed, depending on 
experience. 

The Committee to survey the problems relative to 
the conflict between the City zoning regulations and 
the established custom of renting professional offices 
on St. Paul and adjacent streets consists of Drs. 
Koontz, Wilgis, and Kimberly. It is hoped that they 
can report in time for action before the next may- 
oralty election. 

The scientific program featured a panel of 
“Surgery of the Thorax.” Dr. William F. Rienhoff, 
Jr., as Moderator, gave an historical perspective 


and emphasized the importance and feasibility of 
exploratory thoracotomy in all doubtful pulmonary 
findings. The panel participants were: Drs. Henry T. 
Bahnson, Hopkins; Otto C. Brantigan, University; 
R Adams Cowley, University; William L. Garlick, 
Mercy; James E. T. Hopkins, South Baltimore; 
Richard F. Kieffer, Jr., Veterans Administration 
Tuberculosis; and John E. Miller, Maryland General. 
The pace of the presentations was fast and the one 
hundred-forty member audience was most attentive. 

The November Meeting of the Society on Friday, 
November 5, elected 9 new members. A proposal of 
the Executive Board that the immediate past presi- 
dent be made a member of the Baltimore Association 
of Commerce at a cost of fifty dollars per year was 
brought to the floor for action. The Association of 
Commerce in Baltimore is a non-profit organization 
that corresponds to the Chambers of Commerce in 
other localities. Some concern was expressed whether 
it was advisable to relate medicine and commerce 
too closely. The idea prevailed, however, that the 
Association of Commerce was primarily interested 
in civic betterment—a goal shared by organized 
medicine—and the proposal was approved. The fact 
that medical practitioners have been widely criti- 
cized for extreme aloofness in regard to community 
interest also had some weight. 

The Maryland Chapter of the Arthritis and 
Rheumatism Foundation was co-sponsor of the 
scientific program. Dr. Harry F. Klinefelter, Jr., 
Vice-President of the Chapter and Chairman of its 
Medical and Scientific Committee, introduced the 
speaker, Dr. Thomas McPherson Brown, Professor 
of Medicine at the George Washington University 
School of Medicine, Washington, D. C. as an ex- 
patriate Baltimorean who had done much of his 
early investigative work in Baltimore and New York 
City. Professor Brown then fitted together the suc- 
cessive steps that led to his current approach to the 
“Rheumatism Puzzle.” He gave a vivid exposition 
of his application of the concepts stemming from 
each step, and held his hundred and thirty member 
audience spellbound. Off-the-cuff discussion by Dr. 
Charles Wainwright, Hopkins; Dr. Theodore Wood- 
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ward, Maryland; Dr. Harry Klinefelter, Jr., Hop- 
kins; and Dr. Leon Kochman, Maryland, rounded 
out the splendid program. 

The Woman’s Auxiliary, under the leadership of 
their president, Mrs. E. R. Shipley, serves ‘coffee 
and doughnuts’ and other tidbits after our meetings. 
Our thanks to Mrs. Ross Z. Pierpont and Mrs. 
Robert A. Reiter who poured in November and to 
Mrs. Thomas C. Webster, Mrs. E. R. Shipley, and 
Mrs. Robert A. Reiter for their October services. 
We hope that you may see your way clear to also 
serve some before the meetings, to help doctors who 
have missed supper and need something to stay 
them through the meetings. 


PEDIATRIC SECTION 
SAMUEL S. GLICK, M.D. 


Secretary 


At the November 9th meeting of the Pediatric 
Section of the Baltimore City Medical Society, a 
resolution was proposed by Dr. Edgar F. Frieden- 
wald and passed by the Section. 


RESOLUTION 


The Section on Pediatrics of the Baltimore City 
Medical Society notes with deep sorrow the untimely 
passing of our most promising and valuable Colleague, 
Dr. Francis F. Schwentker, Professor of Pediatrics 
at The Johns Hopkins University and Head of the 
Department of Pediatrics at The Johns Hopkins 
Hospital. The Section wishes to express its sincere 
sympathy to Mrs. Schwentker and to Dr. Schwentker’s 
family in this time of sorrow. Dr. Schwentker con- 
tributed greatly to Medicine, and his loss will be keenly 
felt by all those interested in the Welfare of Children. 
November ninth, 1954. 

Josep M. Corpi, M.D., Chairman 
SAMUEL S. Gtick, M.D., Secretary 
Pediatric Section 


BALTIMORE 
COUNTY MEDICAL 
ASSOCIATION 
WILLIAM A PILLSBURY, M.D. 


Journal Representative 


BCei 


The October meeting of the Baltimore County 
Medical Association was held at the Penn Hotel in 
Towson on October 20th. 


Dr. Frank Figge, Professor of Anatomy at the 
University of Maryland School of Medicine, gave 
an extremely interesting talk on current concepts of 
cancer etiology. 

At this meeting the following physicians were 
elected active members of the Association: Drs. 
James R. Powder, Ping Nie-Pao, Osvaldo Berrios- 
Jimenez, Richard H. Doss, and Dr. Daniel J. 
Pessagno was elected an associate member. 

A Nominating Committee: was appointed to 
nominate candidates for new officers. This committee 
was comprised as follows: Dr. James G. Howell, 
Chairman, Dr. David H. Andrew, and Dr. George S. 
Kieffer. “¢ 


DORCHESTER COUNTY MEDICAL 
SOCIETY 


ALFRED R. MARYANOV, M.D. 


Journal Representative 


The regular meeting of the Dorchester County 
Medical Society was held at the home of Dr. and 
Mrs. Robert Reddick at the Eastern Shore State 
Hospital on Wednesday, October 20, 1954. 

The meeting was called to order by the president, 
Dr. Reddick, at 8:30 p.m. 

Those present were: Drs. Brown, Burdette, Craw- 
ford, Currier, Dredge, Hanks, W. Hastings, W. 
Hastings, Jr., Jones, Longcor, Mace, A. Maryanov, 
L. Maryanov, F. A. Miller, R. Miller, Reddick, 
Steele, Thompson, Verkutus, E. Winiarz, and W. 
Winiarz. 

The minutes of the previous meeting were read 
and approved. ~ 

Dr. Eugene Traub’s application for membership 
in the Dorchester Medical Society was approved. 

Guest speaker at the meeting was Dr. George S. 
Sutherland, Director of Psychiatric Education and 
Research, Maryland Department of Mental Hygiene. 
Dr. Sutherland’s talk of the evening was on Psy- 
chiatry in General Practice. 


HARFORD COUNTY MEDICAL 
SOCIETY 
FREDERICK J. HATEM, M.D. 


Journal Representative 


Minutes of meeting of November 4, 1954. 
The dinner meeting of the Society was held at the 
Colonial Hotel in Havre de Grace. 
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Members present: Doctors Barthel, Norment, 
Snodgrass, Loo, Stewart, Rodman, Brendle, Finney, 
Wolbert, Wachsman, Foley, Neff, Horky and Hatem. 

Guests: Dr. Tyson, Dr. Gordon, Colonel Hall, Lt. 
Col. Breslin, Lt. Col. Salasin, Major Richmond, 
Major Presto, and Capt. Hume. 

Old Business: 1. Adoption Law Revision—Dr. 
Rodman presented a letter written by Dr. Horky 
pointing out the dangers inherent in the present 
adoption law and in the revision proposed by the 
Governor’s committee. Dr. Norment moved and 
Dr. Wolbert seconded that a copy of Dr. Horky’s 
letter be sent to the component medical societies 
of the State of Maryland alerting them to the dangers 
of the proposed adoption law revision. Motion 
passed. A committee of Drs. Rodman, Chairman, 
Horky and Norment was appointed to go over the 
adoption law revision, hear interested members and 
make recommendations. 

New Business: 1. Membership—Dr. William A 
Tyson. Dr. Tyson who has recently started practice 
in Kingsville was tentatively elected to member- 
ship providing a letter of release was obtained from 
the Baltimore County Medical Association. 

The speaker for the evening was Major Gordon 
Richmond who spoke on the relations of the indus- 
trial physician and the private physician. Prior to 
his induction into the Army, Dr. Richmond was 
Industrial Surgeon for the California Standard Oil 
Company and is at present the Industrial Surgeon at 
the Aberdeen Proving Grounds. 


MONTGOMERY COUNTY MEDICAL 
SOCIETY 


DEWITT E. DELAWTER, M.D. 
Journal Representative 


It was announced recently that Dr. Gilcin F. 
Meadors who was to be the new Montgomery County 
Health Officer had resigned from the position. It is 
understood that Dr. Meadors intends to enter the 
private practice of medicine in the Gaithersburg 
area. 

A special invitation was given by the Director of 
the National Institutes of Health to our Society to 
attend a lecture by Dr. John F. Enders, Harvard 
Medical School, recently awarded the Nobel prize 
for medical research for his development of tissue 
culture techniques which have revolutionized the 


study of virus infection. The lecture was held in the 
Clinical Center Auditorium, Wednesday, November 
17, 1954 on the subject “Recent Observations on the 
Behavior in Tissue Culture of Certain Viruses 
Pathogenic for Man.” This was the fourth R. E. 
Dyer lecture sponsored by the National Institutes 
of Health each year in honor of its former director. 

Dr. James P. McCarrick, the local editor for the 
Montgomery County issue of the MARYLAND STATE 
MEDICAL JOURNAL, is looking for more material for 
this project. 

The President of the Society announced at the 
November executive committee meeting that in the 
near future the membership will be canvassed to 
determine the percentage interested in Group 
Hospital Insurance. If a sufficient interest is ex- 
pressed, a contract will be made with either Group 
Hospitalization of the District of Columbia or Blue 
Cross of Maryland in Baltimore. 

Recent resignations from the Society were Dr. 
Beldon R. Reap and Dr. Helen K. O’Brien. 

The Montgomery County Health Council con- 
sisting of representatives of the various health 
agencies and organizations of the County met 
October 28, 1954. This organization is new this year 
and its purpose is to coordinate health activities in 
the County. Our representatives from the Society 
are Dr. John Ball and Dr. Aaron Traum. Any 
physicians having suggestions or problems concern- 
ing health matters in the County are invited to 
channel their views to the Health Council through 
our representatives. 


WASHINGTON COUNTY MEDICAL 
SOCIETY 


SIDNEY NOVENSTEIN, M.D. 


Journal Representative 


The regular quarterly meeting of the Washington 
County Medical Society was held at the Alexander 
Hotel, Thursday, October 28, 1954 at 6:00 p.m. 

The speaker of the evening was Mr. Robert D. 
Bartlett, Attorney at Law, a member of the legal 
staff to the Medical and Chirurgical Faculty of 
Maryland. He spoke on “Medicolegal Jurispru- 
dence.” Mr. Bartlett made several points in reference 
to malpractice and the defense of malpractice. 

Medical malpractice is defined as the failure of a 
doctor, surgeon, or dentist to properly perform his 
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duty. This constitutes negligence. The doctor is 
judged by the standards and procedures commonly 
used in his community. It is necessary for the plain- 
tiff to prove negligence. Negligence on the part of 
the doctor is never presumed, but must be proven 
by competent medical testimony. In the State of 
Maryland there have been only eleven cases referred 
to the Court of Appeals involving doctors in mal- 
practice suits and of these only one decision of the 
lower courts was upheld. The last case of such nature 
referred to the Court of Appeals was in 1944. Up to 
1912 malpractice suits were unknown, but doctors 
are now being sued if the patient does not recover as 
rapidly as he thinks he should or if the bill is too high. 
There has been a steady increase in the number of 
doctors being sued. 

Many cases get started when one doctor criticizes 
the treatment rendered by another doctor, thereby 
planting the seed of a suit in the patient’s mind. 

Proper records are a tremendous deterrent to mal- 
practice suits because such documentary evidence 
is more important to the judge and jury than the 
patient’s memory. If the case is discussed with an- 
other colleague, a record of all important findings 
should be made. However, discretion must be used 
on what is written on patient’s records because every 
minute detail is scrutinized in event of a suit. If a 
patient refuses treatment or is uncooperative, a 
letter should be sent to the patient and a copy of the 
letter retained by the physician; the physician re- 
questing release from being the attendant, and re- 
quest the patient to seek other medical service. 
Also, hospital records should be clear, explicit, and 
concrete. In writing a history on a new patient, it is 
important to obtain details concerning the complete 
illness and time of duration, also the previous city 
of residence and the name of previous medical at- 
tendant. 

Written permission for an operation must also be 
obtained because a patient may later say that he 
was being taken to the operating room and anesthe- 
tized just for examination. On minors, consent for 
operation should be obtained from parents or 
guardians. 

Up to the year 1947 a hospital was never sued, 
reason being that hospitals were considered charita- 
ble institutions. In 1947, a new law was enacted at 


the legislature which said in effect that since an in- 
surance company collected a premium from a 
charitable institution for the defense of the charitable 
institution, said insurance company could not plead 
the argument that a charitable institution could 
not be sued. However, it is now possible to sue a 
hospital and the insurance company covering the 
hospital. As yet, no case has reached the Court of 
Appeals, although one hospital was sued. The point 
was also made that the hospital should either carry 
sufficient insurance coverage or none at all and 
thereby rely on the old defense that the hospital is 
a charitable institution. The minimum. amount a 
hospital should carry is $100,000.00. 

The important item in fighting malpractice litiga- 
tion is team work. In the standard policy written 
for hospitals, the nurses are covered along with 
full time medical personnel. 

It has been found that 70% of all malpractice 
claims have been made by women. 

Among the business conducted by the Society 
was the following: 

Preparation of MANUAL ON PuBLIC RELATIONS 
is under way by the Committee on Public Relations 
headed by Dr. Ross Cameron. 

A motion was passed that the Society employ a 
local attorney on a yearly retainer for consultation 
on various society matters. 

Membership of the Society is now 82 members 
and thus this Society becomes eligible to have two 
delegates and two alternates instead of one of each. 
The following officers for the year of 1955 were 
unanimously elected: Dr. S. E. Young, President; 
Dr. L. A. Hoffman, Vice-President; Dr. E. F. Poole, 
Secretary-Treasurer; Dr. J. H. Hornbaker, Board of 
Censors; Drs. R. vL. Campbell and O. D. Sprecher, 
House of Delegates; Drs. W. T. Layman and G. W. 
LeVan, Alternates. 

Dr. R. vL. Campbell, delegate to the House of 
Delegates reported on the meeting of the House of 
Delegates. 

A rising vote of thanks was tendered Dr. Archie 
Robert Cohen, President of the Society, from the 
Society for his work in making the Semiannual 
Meeting of the Medical and Chirurgical Faculty a 
tremendous success. We say that this was a project 
well done. 











Library 


“Books shall be thy companions; bookcases and shelves, thy pleasure-nooks and gardens.” thn Tibbon 








LIBRARY CHATTER 


MARY EMILY BERGE 


Two or three days after the October journal was 
published a Faculty member called to ask for a new 
book which was listed in “Library Chatter.” We 
were delighted to realize we had a reader and over- 
joyed to put the book on reserve for him. However, 
we couldn’t let well enough alone. When the physi- 
cian came in, we asked him if he’d seen it on our 
page. “‘No,” he replied, ‘““To tell you the truth, I was 
surprised you had it, it’s such a recent book.” Down 
our spirits plummetted and we began to wonder how 
in the world we could let you physicians know about 
our new books. Can anyone suggest a good method? 
Perhaps we need another Osler today to rescue us 
from obscurity! 

That same day we came across this passage in 
Edith Gittings Reid’s biography of Osler,* “The 
Great Physician,” and thought it would bear reprint- 
ing at this time. 

“Only those who knew Dr. Osler well, could im- 
agine how he missed his intimate relation with the 
College of Physicians in Philadelphia and its fine 
library. In Baltimore the Library of the Medical 
and Chirurgical Faculty was crumbling into disuse. 
It possessed a few hundred volumes kept in the base- 
ment of the Maryland Historical Society. The very 
mention of them made one think of mould and dust. 
Dr. Osler volunteered to go on the Library Commit- 
tee and he served on it devotedly until he left the 
city in 1905. He brought the library into life, secured 
for it good quarters, increased it from a few hundred 
volumes to 15,000, helped to support it, both morally 
and financially, until it was on its feet, succeeded in 
getting a trained librarian; and his interest remained 
with it as long as he lived. This is typical. His in- 


* Reprinted by courtesy of the Oxford University Press, 
Inc., 114 Fifth Avenue, New York 11, New York. 


terest in any library once begun never ended—the 
library at McGill, the Surgeon General’s in Wash- 
ington, the College of Physicians in Philadelphia, 
the Johns Hopkins Hospital, the Maryland Faculty, 
and many others. This was one of the great absorp- 
tions of his life. Dr. Welch has written: ‘It may, I 
think, be safely predicted that history will preserve 
Osler’s fame as a serious and scholarly student of 
medical history and as a bibliographer as only second 
to his repute as a great clinical teacher. Possibly 
being based more upon written records than upon 
tradition, it may be more enduring.’ But his interest 
in this matter arose not only from the mind but from 
the heart. He was a passionate lover of books: ‘It 
is hard for me,’ he writes, ‘to speak of the value of 
libraries in terms which would not seem exaggerated. 
Books have been my delight these thirty years and 
from them I have received incalculable benefits. To 
study the phenomena of disease without books is to 
sail an uncharted sea; while to study books without 
patients is not to go to sea at all. . . . For the general 
practitioner a well-used library is one of the few cor- 
rectives of the premature senility which is so apt to 
overtake him... . It is astonishing with how little 
reading a doctor can practise medicine, but it is not 
astonishing how badly he may do it’....And 
again in another place: ‘An evolutionist cannot 
neglect sources, the original texts. You cannot ignore 
or be ungrateful for the work of the past. The new 
order issues from the old. And a physician who does 
not need a library sinks to the level of a cross-counter 
prescriber.’ ”” 

Until we find a better method we shall continue 
to call attention to some of our new books on this 
page and hope that some will read it and borrow the 
books. 
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To think of Osler is to think of his colleagues at 
Hopkins. We have recently added to the library a 
new biography by Donald Fleming, “William H. 
Welch and the Rise of Modern Medicine,” published 
by Little Brown, 1954. It is less inclusive than the 
Flexners’ biography but is an extremely readable 
account of the man whom President Hoover called 
“our greatest statesman in the field of public health.” 
More than any other man Welch was responsible for 
the emergence of the United States as a world center 
of medical knowledge. This account of his life and 
personality shows how he did it. Fleming, by the 
way, was born in Hagerstown and received his A.B. 
at Johns Hopkins. He is, at present, associate pro- 
fessor of history at Brown University and a council 
member of the History of Science Society. 

Of histories of medicine there seems to be no end, 
and another one has just made its appearance. The 
author is Ralph H. Major, whose writings in the 
field of medical history are probably familiar to 
most of you. “Disease and Destiny” is probably 
the best-known. He says in the preface that “A 
History of Medicine” was not written for the spe- 
cialist in medical history but for the student and the 
practitioner, “in an attempt to interest them more in 
the history of their own profession, which, despite 
attacks and abuse, despite quacks and charlatans, 
and in spite of its own mistakes, has proved itself 
more enduring than any of the civilizations which 
gave birth to it.” The publisher, C. C. Thomas, 
should be congratulated on the attractive format 
and handsome binding of these two volumes. 

“Cotton Mather, First Significant Figure in 
American Medicine”’ just issued by the Johns Hop- 
kins Press will be of interest to the medical historian. 
This publication of the Institute of the History of 
Medicine was written by Otho T. Beall, Jr. and 
Richard H. Shryock. The aim of the authors was 
“to provide a detailed case study of medical thought 
...in the English colonies at the beginning of the 
eighteenth century.” The appendix includes signifi- 
cant excerpts from Mather’s chief medical work “The 
Angel of Bethesda.” 

New technics and alterations in others have 
prompted a new 1954 edition of Richard H. Sweet’s 
text on “Thoracic Surgery” published by Saunders. 
The older edition has been consistently useful and 
we are sure this one will be too. It is concerned pri- 


marily with operative surgery so that specialists in 
the field will also be interested in a 1953 publication 
which considers the broader aspects of thoracic 
surgical disease. ‘Thoracic surgery and related 
pathology” is by Gustof E. Lindskog and Averill A. 
Liebow, both connected with the Yale University 
School of Medicine. It is published by Appleton- 
Century-Crofts. 

A different field of operative surgery is presented in 
“An Atlas of Pelvic Operations” by Langdon Par- 
sons and Howard Ulfelder, published last year by 
Saunders. “The format of the book is designed to 
permit a surgeon to follow a detailed description of 
the operation by word as well as by drawings or to 
combine the two if he chooses.” The illustrations are 
by Mildred B. Codding, surgical artist at the Har- 
vard Medical School and Peter Bent Brigham Hos- 
pital, Boston. 

“The Pineal Gland” by Julian L. Kitay and Mark 
D. Altschule is the latest of the Commonwealth 
Fund publications added to the library. It has been 
recently published by the Harvard University 
Press. ‘Endocrinologists, physiologists, and general 
physicians interested in endocrinology will highly 
value this revealing study.” 

“The Spread of Tumours in the Human Body” 
by Rupert A. Willis was published in 1952 but we 
have just purchased this 2nd edition. The work of 
this distinguished pathologist requires no introduc- 
tion; we just want you to know that we have it. 

“Lectures on the Thyroid” by J. H. Means, pub- 
lished this year by the Harvard University Press 
should be of particular interest to busy general prac- 
titioners. 

Since everyone seems to be interested in hypnosis 
nowadays, the 1954 publication in the Nervous and 
Mental Disease Monograph Series, “Studies in 
Scientific Hypnosis” by Jerome M. Schneck should 
have wide appeal. 

Dr. Harvey Stone has presented the library with 
the second, 1954, volume of “Advances in Cancer 
Research,” for which we are very grateful. It should 
be of interest to almost every faculty member. The 
editors, Jesse P. Greenstein and Alexander Haddow, 
express their hope that these volumes “may serve 
not merely as an annual chronicle of progress, but 
as a recurring stimulus to the work ahead.” So say 
we all. 








Health Departments 





BALTIMORE CITY HEALTH 
DEPARTMENT 


The New Eastern Health District 
Building Is Opened 


During November, 1954, after twenty-one years 
in the same location at 1923 East Monument Street, 
the administrative offices and clinics of the Eastern 
Health District were moved to the newly completed 
district building at 620 North Caroline Street. The 
building occupies the whole block bounded by Monu- 
ment, Caroline, McElderry and Spring Streets. 

Physicians practicing in the eastern and north- 
eastern sections of Baltimore are advised that the 
new headquarters building now serves as a station 
for the distribution of biologicals and other labora- 
tory and Health Department supplies. The new 
building also provides the latest in clinic facilities 
and offers services in maternal and child health, 


tuberculosis, venereal diseases, and mental and 
dental health. 

The chest clinic formerly at 28 South Broadway has 
also been moved to the new building and its clinic 
schedule remains unchanged. The maternity and 
child health and venereal disease clinics at Somerset 
Homes have likewise been re-established in the new 
building. 

Administrative and educational facilities have 
been provided for the Johns Hopkins School of 
Hygiene and Public Health and the school will con- 
tinue to utilize the district as a training and re- 
search center. Dr. W. Sinclair Harper is Health 
Officer of the Eastern Health District. The telephone 
number at the new building is PEabody 2-7110, the 
same number that was used in the old building. 


Commissioner of Health 
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DEFENSE STUDIES CONTINUATION OF $100 EQUALIZATION PAY 
The AMA Washington Letter, No. 95 


Among legislative proposals under study by Defense Department is continuation of 
the $100-a-month additional pay for physicians and dentists coming into the services 
under the new medical officer commissioning program after next June. The bonus pay 
provision is part of the Doctor Draft Act which is slated to expire next June 30. As now 
contemplated, this extra pay would be applied only to those physicians and dentists who 
sign up for more than the minimum two years. This would be in line with the Strauss Com- 
mission report of March, 1953, on pay for the armed forces. It advocated the $100 be 
limited to doctors willing to serve on a career basis or for periods of duty longer than re- 
quired of citizens generally. Those on active duty June 30, however, will continue to 
receive the $100. 

Meanwhile, Defense reports that about 1,900 non-veteran physicians who will com- 
plete their internships next June have indicated interest in the new commissioning pro- 
gram. Of these, about 1,325 asked consideration for residency deferments. The remaining 
525 said they would be ready to take commissions and go on active duty some time after 
June. An as yet undetermined number of the 1,325 will be given deferments by lot, results 
of which are to be announced in early December. 
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STATE OF MARYLAND DEPARTMENT OF HEALTH 
MONTHLY COMMUNICABLE DISEASE REPORT 
Case Reports Received during 4-week Period, December 3-30, 1954 





MENINGOCOCCUS 
PARALYTIC 
NON-PARALYTIC 
SPOTTED FEVER 

INCL. SCARLET FEVER 
RESPIRATORY 

AND SECONDARY 


















































DIPHTHERIA 
GERMAN MEASLES 
HEPATITIS, INFECT. 
MENINGITIS, 
POLIOMYELITIS, 
POLIOMYELITIS, 
STREP. SORE THROAT 
TYPHOID FEVER 
UNDULANT FEVER 
WHOOPING COUGH 
TUBERCULOSIS, 
SYPHILIS, PRIMARY 
OTHER DISEASES 
Influenza and 
pneumonia 


MEASLES 
ROCKY MT. 





Total, 4 weeks 





L. cal areas 
Baltimore County.... 
Anne Arundel 
FRGWOERG oe cosa es ois bine 
MeN ors el es 
Carroll . . 
Frederick 
Washington 
Allegany 
Garrett 
Montgomery 
Prince George’s 
Calvert 


























Queen Anne’s........ 
Caroline 











Wicomico 
Worcester 
Somerset 




















Total Counties . 











Baltimore City......... 








State 
Dec. 3-39, 1954 : | | 
Same period 1953 ... | | | | 1) 102} 159) 5 
5-year median | | | 2) 79) 183| 35 
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COMMON SENSE ON PRE-EXISTING CONDITIONS 


R. H. DABNEY* 


Insurance involves the underwriting of risks— 
never the underwriting of claims. True, Blue Cross 
and Blue Shield are not insurance in any ordinary 
sense, but certain basic insurance principles do 
apply. Obviously these Plans cannot afford to pro- 
vide immediate benefits for people who join after 
they discover they need care. This is why both 
membership certificates include a restriction on pre- 
existing conditions. 

These non-profit community agencies strive to 
provide as complete coverage as possible for unfore- 
seeable illness or injury at the lowest possible cost 
to subscribers. To achieve this end, certain controls 
are absolutely necessary to keep the cost within the 
reach of all subscribers. These controls are under- 
writing and contract restrictions, both of which are 
necessary to sound operations. 

If people could join whenever they wished—and 
keep their memberships just long enough to pay bills 
they knew they would have—we would find ourselves 
in the dubious position of a fire insurance company 
insuring people whose houses are on fire. Of course 
no fire underwriter is this foolhardy. But suppose a 
company did pay this kind of claim after insuring a 
known risk, who would pay the policyholder whose 
house was struck by lightning ten years after he 
took out his coverage? 

The same basic principle applies to Blue Cross and 
Blue Shield, except that the risk is health, not fire. 
If subscribers could elect to pay in a few dollars in 
subscription charges and receive hundreds in bene- 
fits—whenever they felt the need—where would we 
find the money to protect the subscribers who had 
paid dues regularly and continuously to budget 
against unexpected illness? 

Actually, it is not simply a question of one sub- 
scriber, or even an isolated few. The Maryland Plans 
protect hundreds of thousands of people, and if 
there were no effective controls it is conceivable that 


* Executive Director, Maryland Hospital Service, Inc., 
Maryland Medical Service, Inc. 


not one, but many, many people could generate a 
wholesale abuse, or overuse, of programs specifically 
designed to serve another purpose. 

Blue Cross and Blue Shield guard against this 
kind of utilization at two major control points— 
when the subscriber enrolls (underwriting) and when 
the subscriber uses his membership (contract restric- 
tions). The controls are related, since the severity of 
contractual restrictions depends upon the under- 
writing regulations at work when the subscriber en- 
rolled. 

Who can join Blue Cross and Blue Shield? Until 
very recently, only people in employed groups could 
join, together and at the same time. But now under 
the new non-group program, individuals can join, 
too, if they meet a few simple requirements. But 
eligibility is not the whole story. We must determine 
not only who can join but when they can join, which 
needless to say is an effective and impartial way to 
control the quantity and the quality of risk we under- 
take. 

Experience reveals, for example, that the larger 
the enrolled group, the broader the risk. When the 
employer participates in the cost and when all em- 
ployees in a given group join, we can be sure that 
there is a favorable “mix” of good health risks and 
average health risks to counteract the inevitable 
proportion of sub-standard, or bad, health risks. 

Under such favorable underwriting conditions, we 
can afford to relax controls on the contractual end. 
Waiting periods may be waived for employees in the 
original group, and this is perfectly safe because we 
know the risk selection is good. Mere statistical 
averages automatically work to offset bad experience. 

The smaller the group—the closer we’ get to in- 
dividual enrollment—the tighter we must make both 
the underwriting requirements and the certificate 
restrictions. Enrollment quotas which apply to all 
groups must be higher for the small groups in order 
to secure an average risk selection, and contract 
restrictions cannot be waived. 
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Once the subscriber is enrolled, the question of 
pre-existing conditions rests squarely with the 
membership certificate. Cases involving pre-existing 
conditions are seldom as black-and-white as the 
wording of the restriction in the contract, so each 
case is carefully investigated with two major factors 
in mind: (a) the length of the subscriber’s member- 
ship and (b) the nature of the subscriber’s illness or 
ailment. Naturally, the number of cases investigated 
exceeds the number actually rejected. 

Practices vary when it comes to the enforcement 
of restrictions on pre-existing conditions. Some Blue 
Cross and Blue Shield Plans are very strict, others 
just as lenient. Those which place no severe restric- 
tion on the membership are typical of the one large 
Plan with a $6 family Blue Cross rate, as compared to 
the low $4 rate in Maryland. Most Plans, however, 
do follow policies similar to ours both in enrollment 
regulations and in contractual provisions. 

We try to apply the restrictions on pre-existing 
conditions equitably and reasonably, and not too 
stringently. We always ask a few basic questions. 
Was the condition known to the subscriber, which is 
to say, were there manifestations obvious to a lay 
person of average intelligence? Had recent medical 
or surgical treatment or advice been given for the 
condition. And finally—had hospitalization been 
recommended? 

During the early stages of the new membership 


we watch the elective and non-emergency cases 
closely, withholding final approval or rejection until 
we have carefully reviewed the medical information 
received from the hospital and the physician. We 
want to keep Blue Cross and Blue Shield as unfet- 
tered as possible, but we do have a clear obligation 
to prevent costly abuse. Whenever the cost goes up 
some subscribers—often the very ones who need the 
protection the most—must abandon their member- 
ships because they cannot pay the dues. This cannot 
happen if Blue Cross and Blue Shield are to fulfill a 
basic community responsibility. 

Numerically, the problem is not great.. Restric- 
tions on pre-existing conditions are confined to just 
one year on new memberships, and not more than 
one per cent of all reported admissions result in re- 
jections for known conditions. But during this criti- 
cal period we must ask the hospital and the doctor 
for information if we are to maintain effective con- 
trols—controls that work to keep this problem down 
to reasonable proportions. 

The doctor is really the key figure, because it is 
he who admits the patient, it is he who knows the 
true nature of the condition, and it is he who can 
best give complete information when investigation 
is necessary. We try our best to keep our requests 
for medical information at a minimum. With this 
help Blue Cross and Blue Shield can protect sub- 
scribers, member hospitals and participating physi- 
cians from the costly utilization that nobody wants. 





HEMISPHERE-WIDE MALARIA ERADICATION PROGRAM APPROVED 
The AMA Washington Letter, No. 95 


At the XIV Pan American Sanitary Conference, meeting in Santiago, Chile, the Pan 
American Sanitary Bureau approved a program aimed at eradicating malaria from the 
Western Hemisphere. Approval of the program followed a report on the status of malaria 
eradication in the Americas. The report stresses that malaria eradication no longer can be 
considered a local or national problem, but must be undertaken on a continental scale. 
Types of international assistance considered most necessary are equipment and materials, 
fellowships and other facilities for training personnel, and loans of technical personnel. 
Departments of health of the participating nations will administer the program. Financial 
support will come almost entirely from the member nations, but Pan American Sanitary 
Bureau will lend teams of technical personnel to any nation requesting them. The Bureau is 
the operating agency for World Health Organization in the Americas. 
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NURSING SECTION 


NURSE RECRUITMENT IN MARYLAND 


ANNE MILLER; R.N., A.B., M.N.* 


In the past fifteen years, the shortage of nurses 
throughout the United States has become in- 
creasingly acute. Although the number of nurses 
actually engaged in nursing is constantly increasing, 
and the numbers of students admitted to schools of 
nursing remain fairly constant, the field itself has 
expanded so much that it is almost impossible to 
keep up with it. This expansion is due to many fac- 
tors: the actual number of hospital beds has in- 
creased; voluntary insurance plans have made it 
possible for many more people to come to hospitals; 
early ambulation has shortened the length of hospi- 
tal stay. In addition, public health nursing, industrial 
nursing and other specialties have made the need for 
nurses even greater. The problem facing all of us in 
the health field is to attract more young women into 
the profession. 

Here in Maryland, a very active program has been 
under way for some time. The Careers Committee 
of the Maryland State Nurses Association, in co- 
operation with the Woman’s Auxiliary to the Balti- 
more City Medical Society and the Maryland So- 
ciety for Medical Research, Inc., produced a 
recruitment film “Girl With A Lamp” which’ is 
available now. A listing of the nursing schools in 
Maryland and their entrance requirements and costs 
was made in 1953; one thousand copies have been dis- 
tributed, and it is now under revision. Each individ- 
ual school in Maryland has its own recruiting pro- 
gram and sends speakers and material to high schools. 

Another form of recruitment, and an extremely 
valuable one, was devised by the Woman’s Auxiliary 
to the Medical and Chirurgical Faculty. When the 
Woman’s Auxiliary was organized in 1950, the mem- 
bers decided to devote a large part of their time and 
effort to nurse recruitment. Mrs. George Caples of 


* Chairman, Careers Committee, Maryland League for 
Nursing. 


Reisterstown had already begun such a program 
in Baltimore County, and the Woman’s Auxiliary 
took it over. In 1949, Mrs. Caples had received a re- 
quest for help from Elizabeth Jennifer, the school 
nurse at the Milford Mill High School, anda Fu- 
ture Nurses Club was organized, the first of many. 
Mrs. Caples went on from Milford Mill to every 
high school in the county, so that now all but one 
have Future Nurses Clubs. Mrs. James Kerr start- 
ed a similar movement in Montgomery County. 
Now there are forty-eight clubs in the State of 
Maryland, and: requests for help in starting new 
ones keep coming in. 

On May 12, 1953, a state-wide convention of 
Future Nurses Clubs was held for the first time. 
About 500 high school students and their advisers 
attended and enthusiasm was high. Another con- 
vention was held in May, 1954, and at this time it 
was suggested that a state-wide organization be 
formed. There was a constitutional convention in 
June, and election of officers took place in October. 
Maryland has thus become the second state in the 
United States to form such an organization. (Michi- 
gan was the first.) 

The Future Nurses Clubs have proved invaluable, 
not only in stimulating interest in nursing, but in all 
health activities through the communities. Members 
of the clubs make tours to hospitals, serve on com- 
munity health drives (Cancer Fund, Christmas sea] 
fund, etc.), and some have collected clothing for 
Korea and eyeglasses for the Frontier Nursing 
Service. Many of the girls work in hospitals in the 
evenings and over weekends. Some spend their 
summer vacations in pre-nursing aide courses. Some 
have taken courses in home nursing. All of the clubs, 
at one time or another, have put on exhibits or 
nursing in their schools and communities. These 
activities bring positive results—one club sent 
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thirteen students into basic nurses’ training, another 
sent seventeen. 

The Woman’s Auxiliary to the Medical and Chi- 
rurgical Faculty and the Careers Committee of the 
Maryland League for Nursing work very closely 
‘ogether. The Chairman of the Careers Committee 
serves on the Board of the Future Nurses Asso- 
ciation, and the Woman’s Auxiliary has a repre- 
sentative on the Careers Committee. The Careers 
Committee provides the Woman’s Auxiliary with 
professional speakers when they are needed, and a 
‘entral Speakers Bureau was set up this year to 
{.cilitate this. Through this Bureau eighty-seven 
purses, in all fields of nursing, are available for 
lectures and discussions. 

In October of this year the first National Nurse 
Week was proclaimed and the Woman’s Auxiliary 
and the Careers Committee worked to make it suc- 
cessful. Governor McKeldin issued a proclamation, 
editorials appeared in the newspapers all over 


Maryland, and there were radio and television pro- 
grams. The Future Nurses Clubs had posters and 
exhibits in schools and local stores, and much in- 
terest was aroused in this way. 

As a result of these combined efforts made by 
many people, the enrollment of students in nursing 
schools has climbed steadily. In 1953, 739 students 
were admitted to twenty-three schools. In September 
of 1954, 853 were admitted. Much of this is due to 
the intensive efforts of the nursing schools, which 
have given generously of their time and personnel to 
visit the high-schools, and to entertain the high 
school girls when they visit the hospitals.- There is 
still a wide area to cover. We hope to see the forma- 
tion of Future Nurses Clubs in parochial and private 
schools during the coming year. Those of us who 
have worked in this program, feel that it is well 
worth any time or effort it involves. Not only are we 
introducing students to a most rewarding profes- 
sion—we ourselves are learning a great deal about 
the communities in which we live. 





VA BREAKDOWN OF VETERAN TRAINING 
The AMA Washington Letter, No. 95 


The Korean GI Bill sent 4,926 veterans to medical school and another 1,705 to pre- 
medical training during the first two years of its existence, a recent VA breakdown of 
veteran training shows. About 10% of the total trainees, or 50,000 entered scientific fields, 
13,000 of them in medicine and related courses. . . . 








NEW FEDERAL EMPLOYEE HEALTH PLAN DUE DECEMBER 15 
The AMA Washington Letter, No. 98 


In an effort to have a new federal employee health insurance bill ready for introduction 
early in the next Congress, a task force of the Civil Service Commission expects to have 
a preliminary outline drawn up by December 15. The group, under direction of Warren 
Irons, (November 16) met with several American Medical Association representatives, 
including President Walter B. Martin. A number of possible programs were presented, 
but Mr. Irons said no one of them had yet been selected as the framework around which 
to draft the new bill. Dr. Martin said the association would not comment until it had had 
a chance to study all the suggestions. 
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MENTAL HEALTH 
MRS. HAROLD MITCHELL* 


“What can be done to keep people from becoming 
mentally sick, and help them to remain mentally 
healthy?” 

“A growing feeling that states, communities, and 
the federal government have a responsibility not 
only toward the mentally ill but for the mental 
health of all the population led to the passage of the 
Mental Health Act in 1946.” 


“Mental Health—Everybody’s Business” by 


Katharine Glover. 

In “A Local Public Health Responsibility” we 
read,—“The principles of sound treatment in the 
field of mental health turn out, beneath the tech- 
nical jargon of science in which they have been 


clothed, to be the simple, common-sense concept of 
the Sermon on the Mount and the Golden Rule.” 
Here are the titles of some of the literature that 
you may find interesting: 
. “Human Relation Aids, Education Program 
Packets are the Answer” 
. “Transcriptions of your Mental Health Radio 
Series” 
. “Healthy Bodies need Healthy Minds” 
. “Mental Health—Everybody’s Business” 
. “The Clergy and Mental Health” 
. “A Better chance for Mental Health—for 
children in smaller Communities” 
. “Mental Health Implications 
Emergencies” 
. “Mental Health a Local Public Health Re- 
sponsibility” 
9. “Looking Forward to the Later Years’”’ 
“Delinquency, drinking and petty crimes among 
teen-agers have reached disturbing proportions.” 
One definition of Mental Health is, men and wo- 
men who have a sense of well-being, a zest for work- 
ing and playing, who have a daily-felt sense of happi- 


in Civilian 
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ness are mentally healthy. The attainment of such 
a sense of well-being is everybody’s business. 

Mental Health is a new field to many doctors. As 
doctor’s wives we should know more about Mental 
Health and Mental Ill-Health. Mind over matter 
is not the field of psychiatrists exclusively. 

The ‘National Auxiliary to the American Medical 
Association recommends. 1. That the county Auxili- 
aries become acquainted with the organizations in 
their own counties that have to do with Mental 
Health. 2. That the Auxiliaries assist these agencies 
as they are able to. 

One way would be if a Mental Hygiene Society 
is showing a film or having a meeting open to the 
public, the Auxiliary members could help by adver- 
tising the meeting among their friends, and thereby 
swell the audience. They also could arrange a meet- 
ing of their own group with a film, or a play given 
by local talent, followed by a discussion of the prob- 
lem as set forth and led by a qualified leader. Such 
a meeting could be given for a club or a P.T.A. 

Please write to your state chairman, Mrs. Mitchell 
for skits or plays. 


MEDICAL LEGISLATION IN THE SECOND 
SESSION, EIGHTY-THIRD CONGRESS! 


JOHN M. MARTIN, JR? 


Mrs. Goldstein, officials and members of the Woman’s 
Auxiliary to the Medical and Chirurgical Faculty of the State 
of Maryland, and guests, 

I consider it a real privilege to meet with you here today. 
I want to express to all of you my sincere appreciation for 
this opportunity to discuss with you a subject of importance 
to the medical profession, not only in the State of Maryland, 
but throughout the country. 

I convey to you greetings and best wishes from the Ameri- 





1 Presented at the Semiannual Meeting, Woman’s Auxil- 
iary to the Medical and Chirurgical Faculty, September 30, 
1954, Hagerstown, Maryland. 

2 Secretary, Committee on Legislation, American Medical 
Association. : 
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can Medical Association and on its behalf wish you a bene- 
ficial and successful meeting. 

It is always a great pleasure to visit in the State of Mary- 
land, since I spent a number of years in Maryland as a stu- 
dent in the Johns Hopkins University graduate school over 
in Baltimore, both before and after the War. 

Maryland is in a very real sense a “home state” for me. I 
consider Maryland one of the most beautiful of the States, 
especially at this time of the year, and of course it is one of 
the most forward looking. 

Not only am I glad to be here because I like Maryland as 
a State, but even more important, I consider it a distinct 
privilege to meet with such an attractive, hospitable and 
gracious group as constitutes the Woman’s Auxiliary of the 
Siate of Maryland. This is a much more pleasant duty for 
me than the job of analyzing bills, public laws, and the like, 
I assure you! 

My subject today is, “Medical Legislation in the Second 
Session of the Eighty-Third Congress.” 

Obviously, this is an ambitious subject. To cover it thor- 
oughly and in detail would require far more than the time I 
have allotted to me today. However, I believe it is a subject 
which should be of interest to all concerned. I may merely 
hit the high spots, or paint the picture with rather broad 
strokes. However, please realize that it is due to the fact 
that it is so broad that to go into detail would not be possi- 
ble. Legislation as a subject is indeed infinite in both variety 
and scope. 

I. BACKGROUND 


Before going into my principal subject of Medical Legisla- 
tion during the Second Session, it seems to me it would be 
helpful to outline a little background relating to the total 
legislative picture in the Second Session. 

In so doing, we should recall that the First Session was 
largely one of deferring the larger problems for future study 
and for consideration in the Second Session. This cast a very 
large burden of work on the Second Session. Many of the 
bills which were introduced last year were not seriously con- 
sidered until this year. 


A. Scope of Subjects Considered 


What was considered generally, during the Second Session 
of the Eighty-Third Congress? 

The answer to the question of whether a great deal, or not 
very much, was accomplished during the past months will 
depend, of course, on the political point of view of the in- 
dividual. 

However, regardless of politics, a listing of the major 
matters considered will help us in terms of perspective: 

(1) Agriculture—A form of flexible price supports was 
enacted for five basic commodities. This will be effective in 
1955 and will range from 82.5 to 90% of parity. 

(2) Social Security—The Social Security Act was broad- 
ened to include many new categories of individuals and to 
increase benefits. I will have more to say about this later on. 

(3) Taxation—A new and comprehensive tax law was 
enacted. There was, as you know, @ battle over many differ- 
ent provisions, such as dividend income, and so forth. I will 


discuss the sections relating to the medical profession later on. 

(4) Atomic Energy—The Atomic Energy Act was revised 
after much debate and a record filibuster. 

(5) Stalehood—Statehood for Alaska or Hawaii was con- 
sidered but failed of enactment. 

(6) Labor Laws—There was no revision of the Taft- 
Hartley Labor Law, despite much discussion. 

(7) Reciprocal Trade—The reciprocal trade law was ex- 
tended for one year after considerable maneuvering. 

(8) Anti-subversives—Several anti-subversive bills were 
enacted, including one which outlaws the Communist Party. 

(9) Constitutional Amendment—The Bricker Amendment 
failed of adoption; suffrage for 18 year olds was discussed 
but not adopted. 

(10) Water Resources—Several water resource projects 
were approved, and several did not get approval. 

(11) Appropriations—The usual “money bills” were 
enacted, considerably ahead of the usual time this year. 
Ordinarily they are very late in being enacted. 

(12) Investigations—Many investigations were carried on 
by committees in both the House and the Senate. 

It is against this background of legislation in general that 
the bills relating to medical affairs and the public health must 
be considered—as part—but a most important part—of the 
whole pattern. 


B. Volume of Work 


In terms of the volume of work, the following figures are 
revealing and give some idea of the situation: (1) Total bills 
introduced—16,372 (10,695 in the First Session and 5,677 in 
the Second Session); (2) total bills reported—5,254 (1,988 in 
First Session and 3,266 in the Second Session); (3) total bills 
enacted—5,192 (1,896 in the First Session and 3,296 in the 
Second Session). 

The length of the Senate session this year was one of the 
longest on record—1121 hours, as compared to the record of 
1144 hours. Last year the Senate met for only 743 hours. 

Senators talked more this year. They filled 8,953 pages of 
the Congressional Record during the Second Session, as com- 
pared with 6,479 pages in the First Session, and the House 
members filled 5,551 pages in the Second Session as com- 
pared with 4,533 in the First Session. 

The cost of the entire Record was estimated at $1,842,140 
by Senator Neeley of West Virginia, who made his usual “end 
of the Session” talk on how much unnecessary talk was done 
in the Senate in 1954. 

Another factor which should be mentioned, in giving this 
brief summary of highlights, is the considerable turnover which 
took place in both the Senate and the House, due to deaths 
and resignations. In the Senate, there was a turnover of 10 
(9 deaths and 1 resignation), and in the House the figure was 
12 (8 deaths and 4 resignations). The heavy turnover is in- 
dicative of the great pressures. I might mention the names 
of the Senators who died, since the list included some of the 
more outstanding men: Senators Willis Smith, Charles Tobey, 
Robert Taft, Dwight Griswold, Clyde Hooey, Lester Hunt, 
Hugh Butler, Burnet Maybank, and Pat McCarran. The loss 
of men such as these, of course, makes a real difference and 
leaves a great gap. 








54 Woman’s Auxiliary to the Medical and Chirurgical Faculty 


C. Committee on Legislation, AMA 


From this total volume of legislation, there were some 400 
bills relating to the Public Health. The Committee on Legis- 
lation of the Americal Medical Association selected those 
bills which related primarily to the medical profession or the 
public health of the nation for further detailed study. The 
total number of bills selected for thorough analysis for both 
sessions was 324 (259 during the First Session and 65 during 
the Second Session). Of these 324 bills, the Committee on 
Legislation recommended policy positions on approximately 
210. A total of 10 meetings were held by the Committee dur- 
ing 1953 and 1954. From among the 210 bills on which policy 
recommendations were made, letters were sent by Dr. George 
F. Lull, Secretary and General Manager, on 20 occasions to 
Committees; statements for the record were made on 5 oc- 
casions; and testimony was presented by representatives of 
the Association on approximately 20 occasions. 

Perhaps a word would be appropriate here on how the 
legislative activities of the Association are conducted. Basic 
policy decisions, on matters connected with legislation as well 
as all other matters, are made by the House of Delegates in 
regular meetings. During interim periods, and on matters on 
which the House of Delegates has not had an opportunity to 
establish a position, the Board of Trustees makes basic de- 
cisions. It does so, in the field of legislation, upon recommen- 
dation of the Committee on Legislation. The Committee on 
Legislation is composed of ten physicians, located in the follow- 
ing states: New Jersey, Maine, Florida, Kentucky, Illinois, 
Oklahoma, Colorado, California, Pennsylvania and Ne- 
braska. The Committee holds regular meetings, from time to 
time, and considers a great volume of bills and proposals. It 
also holds special meetings as the occasion demands. 

When policy positions are established on particular pieces 
of legislation, the Washington Office of the Association com- 
municates that position to the Committees of Congress and 
to individual members of Congress. That office also gives 
technical and other data to the members of Congress who re- 
quest such information. 


II. THe PRINCIPAL CATEGORIES OF LEGISLATION DURING 
THE SECOND SESSION IN WHICH THE AMERICAN 
MEDICAL ASSOCIATION WAS INTERESTED 


There are about ten principal categories of legislation in 
which the Association is principally interested. Those cate- 
gories are as follows: 

(1) Members of the Armed Services and their Dependents 
—such as bills to amend the Doctor Draft Act; bills relative 
to medical care for dependents, etc. 

(2) Veterans and Veterans Administration—such as bills 
to increase period of presumption of service connection, etc. 

(3) Medical Research and Foundations—such as bills to 
incorporate Fund for Medical Education, etc. 

(4) Hospital Construction, and Grants in Aid to the 
States—such as amendments to Hill-Burton Hospital Con- 
struction Act, etc. 

(5) Tax Measures—bills such as increasing deductions for 
medical expenses, etc. 


(6) Social Security and Disability Insurance—increasinz 
benefits—increasing number of beneficiaries, etc. 

(7) Reinsurance of Health Plans—I will discuss these 
presently. 

(8) Aid to the Handicapped—bills to amend the Voce- 
tional Rehabilitation Act, etc. 

(9) Miscellaneous—set a Mental Health Week; Alaski 
Mental Health Act, etc. 


III. Principat Brris With MeEpiIcaL IMPLICATIONS 
ENACTED DURING THE SECOND SESSION OF 
THE 83RD CONGRESS 


Hospital Construction 


The bill (H.R. 8149) providing for expansion of the ‘Hil!- 
Burton” hospital construction program was enacted. (Public 
Law 482, 83rd Congress). In brief, it provides for grants to 
the states for construction of hospitals for the chronically ill, 
nursing homes, rehabilitation centers, and diagnostic-treat- 
ment centers. 

The bill authorizes the expenditure of $182,000,000 in 
three years. 

Approximately 23 million dollars has been appropriated to 
carry out this law for the next fiscal year, allocated as fol- 
lows: 6} million for hospitals for the chronically ill; 6} mil- 
lion for diagnostic-treatment centers; 4 million for nursing 
homes; 4 million -for rehabilitation centers and 2 million for 
state surveys. 

The American Medical Association approved this legisla- 
tion and worked with the Committees to help perfect it. 


Vocational Rehabilitation 


A law designed to greatly expand programs for vocationa 
rehabilitation was enacted. (Public Law 565, 83rd Congress). 
This law gives the states more assistance and more responsi- 
bility. It includes provisions (1) authorizing matching grants 
to states in increasing amounts, from $30 million for fiscal 
1955 to $65 million for fiscal 1958; (2) establishing a National 
Advisory Council on Vocational Rehabilitation to advise the 
Secretary of Health, Education and Welfare on special proj- 
ects; (3) establishing a new formula for the federal contribu- 
tion to vary inversely with per capita income, the base point 
to be a 60% federal contribution in states where per capita 
income equals the national average, and variation for poorer 
and wealthier states; (4) authorizing 75% federal grants for 
“extension and improvement” of state projects for up to 3 
years, with $5,000 per state minimum; (5) authorizing a 
demonstration rehabilitation center in the Washington, D. ©. 
area; (6) enlarging provisions granting blind persons prefer- 
ence for operating vending machines on federal property. 


Doctor Draft Law 


S. 3096, which proposed an amendment to the Doctor 
Draft Law, was enacted. (Public Law 403, 83rd Congres:..) 

This law is designed to give the Department of Defense 
greater authority in security cases affecting doctors. It au- 
thorizes utilization of doctors in an enlisted status, thus 1e- 
moving the requirement relative to commissioning. 

Officials of the Department of Defense gave assurances it 
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the hearings that the authority contained in this law would 
not be abused—that the law would be used only in security 
cases. 


Tax Bill 


Che Internal Revenue Code of 1954 (Public Law 591, 83rd 
Congress, approved August 16, 1954), which is the first com- 
prenensive overhaul of the internal revenue laws in 75 years, 
inc'udes several provisions of interest to physicians. 

This is a massive and highly complex document and it 
wili be many months before the tax experts and the tax pub- 
lica'ions complete their analysis of the many detailed pro- 
visi ns. The two principal changes of particular interest to 
the medical profession are: 

\) Medical expense deductions—taxpayers under the new 
bill: will be allowed to deduct medical expenses in excess of 
3% of adjusted gross income (formerly 5%), with a maximum 
ded :ction for single persons of $2500. (Formerly $1250) and 
a miximum deduction on a joint return of $10,000 (formerly 
$5,090). The cost of drugs is not included in the medical de- 
duc:ion, but can be counted as a deduction to the extent that 
the; exceed 1% of adjusted gross income. 

(2) Health and accident insurance—Employer-financed ac- 
cident and health benefits are fully exempt if they represent 
reimbursement for actual medical expenses (under former 
law some employer-type benefits not exempt) but such bene- 
fits are taxable over $100 if they are compensation for loss of 
wages under either an insured or non-insured plan. 


Extension of Social Security 


A bill providing extensive amendments to the Social Se- 
curity Act was passed. (Public Law 761, 83rd Congress.) 

It extended the coverage by more than 10 million persons 
and broadened the payments. It did not include compulsory 
coverage of physicians although it did include the objection- 
able “waiver of premium,” provision for permanent and total 
disability. The effect of the latter provision will have to be 
analyzed at a later date, as more information becomes avail- 
able. 

As you may know, there was considerable discussion of 
inclusion of physicians and dentists on a compulsory basis. 
The position of the American Medical Association on this, I 
believe, has been greatly misunderstood. The American Medi- 
cal Association did not object to voluntary coverage, a fact 
which has often been overlooked by those who want to crit- 
icize. 


National Fund for Medical Education 


The bill authorizing a federal charter for the National 
Fund for Medical Education was enacted. (Public Law 685, 
83rd Congress.) 

Under this law the corporation’s membership consists of a 
large group of leaders in business, government and the pro- 
fessions. Four doctors are included on the board of directors, 
including Dr. Harvey Stone of Baltimore. 

Various amendments were suggested by the medical pro- 
fession to the bill, S. 1748, originally passed by the Senate. 
These amendments were included in the House version and 
in the bill as finally enacted. 


Transfer of Indian Hospitals to P. H. S. 


A bill (H.R. 303) transferring the administration of health 
services for Indians and the operation of Indian hospitals 
from the Department of the Interior to the United States 
Public Health Service, in the Department of Health, Educa- 
tion and Welfare, was enacted. (Public Law 568, 83rd Con- 
gress.) This transfer is to be effective on July 1, 1955. 


IV. Principat Bitts Not ENaActep DurRING 
THE SECOND SESSION OF THE 83RD 
CONGRESS 


Only two major proposals, which were considered to be a 
major part of the President’s “Health” program failed of 
enactment, namely: (1) Federal Reinsurance of Health In- 
surance Plans, and (2) Revision of the System of Grants-in- 
Aid to the States for Public Health Work. These were both 
very controversial measures. 


Federal Reinsurance Proposal 


A great deal was heard during the second session of the 
83rd Congress about the Administration’s “health Rein- 
surance program.” Much heat was generated; but there has 
been little understanding of the issues involved. 

In his health message early last January, the President 
asked for a form of “reinsurance legislation.” Much publicity 
attended this pronouncement. Bills, drafted by the Depart- 
ment of Health, Education, and Welfare were later intro- 
duced in both the House of Representatives and the Senate 
to put this plan into effect. It was only after introduction of 
the specific bills that it was possible to analyze the program 
and determine its lack of merit. 

Medical and insurance experts in the field and companies 
that are in the “reinsurance” business reached the conclusion 
that the proposal would not accomplish its stated objectives 
but rather that it would indeed, become a potentially dan- 
gerous weapon in the hands of a strong administration. 

What were the stated objectives of the proposals? To quote 
directly from the bill, its purpose was to “encourage and 
stimulate private initiative in making good and compre- 
hensive health services generally accessible on reasonable 
terms, through adequate health service prepayment plans, to 
the maximum number of people.” Practically everyone agrees 
with this premise. In fact the representative of the American 
Medical Association, in his testimony before both the House 
and Senate Committees, stated such agreement unequiv- 
ocally. 

If there was agreement with the stated objectives, what 
then was the reason for the opposition? Briefly, reduced to 
its essentials, the remainder of the bill, which was the sug- 
gested method of attaining the high purpose, was considered 
to be completely faulty. Practically all non-governmental 
officials agreed that the mechanism was not essential and 
expressed grave doubt as to whether it would accomplish 
any good purpose, much less the high purpose outlined in 
the bill. 

What was the mechanism suggested? To authorize the 
Department of Health, Education and Welfare to issue a 
form of federal reinsurance to voluntary health service pre- 
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payment plans. According to the bill, that reinsurance would 
have been issued to “stimulate the establishment and main- 
tenance of adequate prepayment plans in areas, and with 
respect to services and classes of persons, for which they are 
needed.” 

In considering the essentiality of this measure it is neces- 
sary to give full and complete consideration to the tremen- 
dous strides which voluntary health insurance has made in 
this country and the simultaneous improvement in benefits 
provided to meet the desire of the public for more adequate 
protection. The expansion of coverage and the improvement 
of benefits to cushion the economic shock of hospital, surgical 
and medical expenses, has been phenomenal during the past 
few years. The progress and prospects of the newest area of 
health insurance—“major medical expense” coverage which 
is designed to provide protection against the unpredictable, 
the unexpected, illness, acute or chronic, the financial impact 
of which would seriously disrupt the family budget must also 
be remembered. 


Revision of Grant-in-Aid System for Public Health 


Early in the Second Session, similar bills were introduced 
in both the Senate and the House designed to “streamline” 
the system of grants-in-aid to the states for public health 
services. These bills proposed a new system and a new for- 
mula for aid to the states. Three new types of grants, in lieu 


of the present system of grants for individual diseases, were 
proposed: 

(1) General grants; 

(2) Extension and training grants; and 

(3) Unique projects grants. 

Obviously, the key to how this proposal would work was 
the ratio of total appropriations to be applied to each. 

Various recommendations were made by different groups 
interested in the matter. 

The American Medical Association recommended (a) com- 
bining groups (1) and (2); and (b) limiting the total funds 
which might be used for unique project grants. 

The Association of Territorial and State Health officers 
made somewhat similar recommendations. 

Due to failure to resolve the objections, this bill died in 
Committee. 

* * * * * 

I have attempted to give you the highlights of the legisla- 
tive picture in the medical field for the Second Session of the 
83rd Congress. 

Mrs. Goldstein, I want to say again how much I appre- 
ciate the opportunity of discussing these matters with you. 
It has been a real pleasure and privilege. 

American Medical Association 
535 North Dearborn Street 
Chicago 10, Illinois 





LARGE DOCTOR DRAFT CALL ISSUED 
The AMA Washington Letter, No. 98 


More than twice the number of men taken in the last Doctor Draft call will be tapped 
for April induction, Defense Department announces. This is presumably the last medical 
officer call under the present Doctor Draft Act, which is scheduled to expire on June 30. 
The Defense Department has asked Selective Service for 1,275 physicians—825 for the 
Army, 200 for the Navy, and 250 for the Air Force—and 459 dentists for the three month 
period starting next April. The last quarterly Doctor Draft call, issued for December, 
took 550 physicians and 150 dentists. Priority three men (doctors not educated at govern- 
ment expense who have served no time on active duty) will comprise the majority of those 
taken in April, Defense Department says. 











PHS DEFINES LOYALTY PROCEDURE FOR FELLOWSHIP HOLDERS 
The AMA Washington Letter, No. 98 


Public Health Service has formally defined the procedure it will use to establish the 
loyalty of its fellowship holders. The regulations, published in the Federal Register, state 
that no payments of any kind may be made for regular fellowships unless the fellow files 
with PHS an affidavit that he does not advocate nor hold membership in any organiza- 
tion that advocates “the overthrow of the United States Government by force . . . or illegal 
or unconstitutional methods.’’Aliens applying for fellowships must take an oath “‘to defend 
the Constitution and laws of the United States against all its enemies, foreign or domestic.” 

















Coming Meetings 











THE COMMITTEE FOR THE STUDY OF PELVIC CANCER 


RICHARD W. TELINDE, Chairman BEVERLEY C. Compton, M.D., Secretary 
Thursday, February 17, 1955, 5:00 to 6:00 p.m. 


Small Hall, 1211 Cathedral Street, Baltimore 


Sponsored by the Maryland Division of the American Cancer Society and the Medical 
and Chirurgical Faculty , 





MATERNAL MORTALITY COMMITTEE 


HuntTIncTon WILLIAMS, M.D., Chairman GeorcE H. Davis, M.D., Acting Secretary 
Thursday, February 24, 1955, 4:00 to 5:00 p.m. 


Osler Hall, 1211 Cathedral Street, Baltimore 


Joint Committee on Maternal Mortality of the Baltimore City Medical Society and the 
Baltimore City Health Department 





TWENTY-FIFTH ANNIVERSARY MEETING 


Southeastern Surgical Congress 


The next meeting of the Southeastern Surgical Congress will be held in the Atlanta 
Biltmore Hotel at Atlanta, Georgia, in connection with the Atlanta Graduate Medical 
Assembly, February 21-22-23-—24, 1955. 

This is the twenty-fifth anniversary meeting of the Southeastern Surgical Congress and 
promises to be a very interesting as well as educational meeting. In a great many instances, 
the papers of the first meeting will be brought up-to-date, either by the original essayist 
or an associate. Appearing on the program from Baltimore are, Dr. Harvey B. Stone, Dr. 
J. A. Campbell Colston, Dr. William F. Reinhoff, Jr., and Dr. Otto C. Brantigan. Also ap- 
pearing on the program are some of the big names in surgery all over the United States. 

It is felt that this meeting will be one of the most outstanding meetings of the year. 
For additional information please contact Dr. W. Raymond McKenzie, Medical Arts 
Building, Baltimore 1, Maryland. 
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Coming Meetings 


POSTGRADUATE COURSES 
DERMATOLOGY 


CLINICS HELD AT UNIVERSITY HOSPITAL DISPENSARY 
PANEL DISCUSSIONS HELD IN OSLER HALL, 1211 CATHEDRAL STREET 


Wednesday, February 2, 1955, 8:30 p.m. 
Osler Hall, 1211 Cathedral Street 


ALLERGIC DERMATOSES—PANEL DISCUSSION 
Harry M. Robinson, Jr., M.D., Moderator 
Contact Dermatitis Israel Zeligman, M.D. 
Atopic Dermatitis Stanley N. Yaffe, M.D. 
Local Therapy Leon Ginsburg, M.D. 
Steroid Therapy R. C. V. Robinson, M.D. 


* * * 


Wednesday, February 9, 1955, 12:30 p.m. 


Clinical Presentations at Skin Clinic of the University Hospital 
Complimentary Buffet Luncheon 


Hosts: Dr. Harry M. Robinson, Jr., and Staff 


* * * 


Friday, February 11, 1955, 8:30 p.m. 
Osler Hall, 1211 Cathedral Street 
Funcus INFECTIONS—PANEL DISCUSSION 

Maurice Sullivan, M.D., Moderator 
Office Mycology Morris M. Cohen, M.D. 
Superficial Mycoses Harry M. Robinson, Sr., M.D. 
Deep Mycoses David Bacharach, M.D. 
Fungicides Eugene S. Bereston, M.D. 


* * * 


Friday, February 18, 1955, 8:30 p.m. 
Osler Hall, 1211 Cathedral Street 
CUTANEOUS MANIFESTATIONS OF SYSTEMIC DISEASES—PANEL DISCUSSION 
Harry M. Robinson, Jr., M.D., Moderator 

Metabolic Diseases H. Hanford Hopkins, M.D. 

Virus Diseases William R. Bundick, M.D. 
Collagen Diseases Francis A. Ellis, M.D. 

The Lymphomas Lloyd W. Ketron, M.D. 


* * * 


Wednesday, February 23, 1955, 12:30 p.m. 
Clinical Presentations at the University Hospital, Skin Dispensary 
Complimentary Buffet Luncheon 
Hosts: Dr. Harry M. Robinson, Jr., and Staff 


a * * 
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Friday, February 25, 1955, 8:30 p.m. 
Osler Hall, 1211 Cathedral Street 
CUTANEOUS NEOPLASMS—-PANEL DISCUSSION 

Maurice Sullivan, M.D., Moderator 
Warts and Benign Moles Albert Shapiro, M.D. 
Malignant Nevi Grant E. Ward, M.D. 
Radiation Therapy Mark Hollander, M.D. 
Skin Carcinoma Israel Zeligman, M.D. 


These courses are given under the auspices of the Baltimore City Medical Society, its 
Sections, and the Maryland Academy of General Practice. A cordial invitation is extended 
to all members of the Medical and Chirurgical Faculty to attend these courses. 


SYMPOSIUM ON VENERAL DISEASES 


The Seventh Annual Symposium on Recent Advances in the Study of Venereal Diseases 
will be held in the auditorium of the Department of Health, Education, and Welfare, 
Washington, D. C., on Thursday and Friday, April 28 and 29, 1955. 

Prospective contributors are urged to communicate as early as possible, and no later 
than January 15, 1955, with Dr. C. A. Smith, Chief, Venereal Disease Program. Requests 
for a place on the program should be accompanied by titles and at least tentative abstracts 
of papers. 

Final abstracts must be in Dr. Smith’s hands by February 1, 1955. 


* * * * * 
FIFTEENTH ANNUAL CONGRESS ON INDUSTRIAL HEALTH 
January 25-26, 1955 


On January 25-26, the Fifteenth Annual Congress on Industrial Health will take place 
at the Shoreham Hotel in Washington, D. C. The Council on Industrial Health of the 
American Medical Association is happy to share sponsorship on this occasion with the 
Medical Society of the District of Columbia. This conference is intended to provide an 
opportunity for medicine, labor, management and government to exchange views. 


FIGHT POLIO! 


EATMENT 


MARCH OF DIMES 





PLAN NOW TO ATTEND THESE 
FEATURES OF YOUR ANNUAL MEETING 


ANNUAL MEETING 
Medical and Chirurgical Faculty 
1955 
THURSDAY, APRIL 21, FRIDAY, APRIL 22, and SATURDAY, APRIL 23 


It has been our good fortune to have obtained Dr. Elmer Hess, President of the Ameri- 
can Medical Association in 1955, to give the I. Ridgeway Trimble Fund Lecture at our 
coming Annual Meeting in April. The John M. T. Finney Fund Lecture will be given by 
Dr. Dery] Hart, Professor of Surgery at Duke University School of Medicine. The care of 
newborn children will probably be the topic of Dr. Edmund R. McCluskey, Professor of 
Pediatrics at the Children’s Hospital of the University of Pittsburgh, who will be another 
of our speakers. Dr. James Moore, who is connected with the Crash Injury Research of the 
Cornell University Medical College, has accepted an invitation to address our meeting 
on this subject of vital interest to all. 

There will be a dinner, followed by a general meeting on Thursday evening, April 21st, 
at the Sheraton-Belvedere Hotel. On Friday, April 22nd, we will again have the ever 
popular Round Table Luncheon at the Hotel. Arrangements have been made for a block of 
sleeping rooms at the Sheraton-Belvedere Hotel, and reservations are now being accepted 
by the Hotel. 


CREATIVE ARTS SHOW ANNUAL MEETING 
Thursday, April 21, Friday, April 22, and Saturday April 23, 1955 
The Creative Arts Show will be held on the Library Floor of the Medical and Chirurgical 


Faculty Building during the Annual Meeting. Doctors and their wives are urged to submit 
their contributions for this very special feature of the April Meeting. 


WOMAN’S AUXILIARY LUNCHEON—SHERATON-BELVEDERE 


The Woman’s Auxiliary Luncheon will be held at the Sheraton-Belvedere Hotel on 
Thursday, April 21, 1955. The Doctors are requested to support and encourage the Auxili- 
ary by attending this Luncheon. During the Luncheon there will be the Coronation of the 
Student Nurse of the State of Maryland. 


MED-CHI BALL—EMERSON HOTEL 
Friday, April 22, 1955 
Mrs. John B. Ballina (phone Tuxedo 9-3421) is looking for help on the various com- 


mittees for the Med-Chi Ball. Any interested “helpers” are asked to call Mrs. Ballina at 
the above number. 





